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i Team work is a central component of todays health care system, ‘and will 


become an even more critical element in the near future when the promise of 
enactment of programs of national health insurance become reality. But func- 
tioning as a productive team member is dependent on an adequate sense of 
self and a readiness to accept others. Frequently health professionals (and 
, especially nurses) operate from a low self-esteem stance. However, the 
Communications and Human Systems program has demonstrated that a modification 
of self-concept can occur in an intensive inter-disciplinary group laboratory 
which provides 1) an opportunity to acquire new information and skills that 
pee valued, and 2) an opportunity to modify attitedes and perceptions through 
a anal experience with significant others. In other words, the application 
of a feedback system can move the individual “beyond self" and "beyond pro- 
fession" to a position of maximum growth. 
| The study of the problem "What are the effects on the self-concept of ; 
graduate health professionals of participation in an interdisciplinary group 
experience which focuses on communication and human systems theory"?, resulted 
in the following 
The general hypothesis “graduate neskth-eueSecstonsts will value an op- 


portunity to participate in a supportive interdisciplinary group experience 


focusing on communication and human systems theory" was supported by the 
following information: 
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a) During the course the attendance was excellent and level of active 


participation was good. 


| 


b) At the end of the course REQ scores were above™the mean for all 

six program 
=) Following the course, 88% of the evaluation questionnaires were 
completed and 

The other general health professionals who partici- 
pate ina supportive interdisciplinary group experience which focuses on com- 
munication and human systems theory will demonstrate a changed self-concept 
on completion of training" was supported generally by the subjective, quali- 
tative data gained from the diaries and follow-up interviews. 

Specific hypothesis #1) "there is a positive relationship between par- 
ticipation in the CHS program and self-acceptance change scores", was sup- 
ported since no Time 2 group mean score of "percent positive feeling about 
self" of the IOU fell below the Time 1 group mean score. . 

Specific. hypothesis #2) “there is a positive relationship between par- 
ticipation in the CHS program and increased celf-esteem was also supported 
since all groups except Group 5 showed an increased self/ideal-self correla- 
tion at Time 2 testing that was significant at the <.05 level (Wilcoxon T). 

Specific hypothesis*#3) “there is a positive relationship between self- 
acceptanéé change scores and other-acceptance change scores". There were 
mixed findings for hypothesis #3. The group mean on the Berger Self-acceptance 
Scale increased for each group at Time 2; however the expected corresponding 
increase in Berger Gubee~esesptenes scores did not materialize. 

| Specific hypothesis #4) “there is a positive relationship between in- 
creased self-esteem and increased self-actualizaion", was strongly supported 
since RAT Time 2 scores increased at the <.05 level for 8 of 10 groups despite 
the stability of the instrument reported in the literature. | 


Specific hypothesis #5) “there is a positive relationship between in- 


eae self-esteem and increased professional self=acceptance", was not 


supported by the Semantic Differential since only 21 of the 57 concept 


= 
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measures reached levels of significance. | 

Specific hypothesis #6) "there is a positive relationship between 
increased self-esteem and increased occupational effectiveness", was generally 
supported by the feedback given by colleagues and supervisors during follow- 
up interviews. : 

In addition the expectation of an ordered increase in test scores for the 
two post-graduate groups over four administrations (Tl, T2, T3, T4) did 


materialize. Using the "L" test thenchange was significant at the <.01 level. 
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PROLOGUE 


a. 


Unless the individual perceives his need for 
continued learning and growth and accept’ personal 
responsibility for initiating steps toward learning, 
unless he has reduced internal barriers and blocks 
‘to his learning and unless he has learned to re- 
ceive help from others and to give help to others-~- 
little continuing learning or change will take place 


in himself or in the social systems of which he is 


a part. (Benne, 1964, p.47) 
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CHAPTER ONE - CONTEXTUAL ELEMENTS 


INTRODUCTION 


For a score of years the nation has been experiencing profound 
changes: spreading industrialization, expanding boundaries of profes- 
sional knowledge, technological advances, the population ee: Sr 
unrest, and social upheaval. All of these factors contribute to the dif- 
ficulties that must be faced by professionals who function in such a 
complex environment. No where is this more evident than in the health 
field where the new philosophy of ‘health as a right’ has created service 
demands far~beyond the capacity of existing programs. 

It is not surprising that the evolutional crises of nursing (Storlie, 
1970) have coincided with the knowledge expansion of the 60's and with 
the a medical technology and socio-economic changes of the 70's. 
With some tredpidation nursing, along with other health professions, has 
sought answers by exploring expanded roles, new roles, and redivision 
of labor shoe, 1970). Understandably, these efforts frequently have 
not achieved the desired success. One solution proposed has been to mod- 
ify the undergraduate curriculum in order to increase interdisciplinary 
exposure and provide opportunities for mutual problem solving. But what 
of the graduates of five, ten, and twenty years ago who presently hold 
responsible supervisory and administrative positions? This paper des- 
cribes a program that was designed expecially to meet some of the needs 


of these graduate health professionals, expecially nurses. 
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CHANGING HEALTH CARE 


The twentieth century has been characterized by changes in the 


humanities, the sciences and technology. These changes in turn helped 
define one of the National Institute of Health goals for the 70's. | 
High priority has been given to the establishment of a system of compre- 
hensive health care i.e., a coordinated network of differentiated ser- 

/ vices to meet the diverse health needs of all members of the community 
(Szasz, 1970). This complex commitment has brought professionals of 
different backgrounds into the health field and highlighted the need for 
effective teamwork. 

Lee (1969), Gallagher (1969), and Pellegrino (1969) all emphasize 
thet today's foremost challenge is to close the gaps in health care and 
make adequate service available to all. , ee 

in 1966, Ruesch was predicting that the health team would soon re- 

“place the solo operator. More recently, Magraw (1968), Pellegrino (1969), 
and Lewis (1969) warned that the current crises in health care could be 
solved only by effective, innovative, interdisciplinary teamwork meshed 
into an integrated, comprehensive systen. 

As Zander (1957) has pointed out, teamwork among persons in different 
disciplines, professions, or occupations is one of the important sources 
of strength in a complex, modern society. Yet, true cooperation seems 
each professional brings his own point of 
view and role behavior to the collaborative relationship. 

Especially relevant to this study is Flarshein's observation (1966) 
that today's nurses have no clear image of where they stand in relation 


to the other members of the team. A brief review of the recent trends in 


nursing will help to place Flarshein's comment in perspective. 
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NURSING EVOLUTION 


Nursing, which was fashioned in the Nightingale image of a 
charitable service, was dominated for a number of years by in-hospital 
schools. In 1952, ninety-two percent of new graduates came from 


hospital controlled programs (Levine, 1969). These diploma programs 


prepared nurse generalists (Brown, 1948). All nurses could perform - 


all nursing tasks on all nursing service units. At that time, the 
diploma nurse who sought_a graduate education earned a degree in a 
specialized functional area, such as nursing administration ot nursing 
education. | 
Because of the movement to upgrade nursing a | because of the 
financial assistance provided by the Nurse Traineeship Act of 1956, 
the college and university based programs gained greater acceptance in 
the mid-fifties. The graduate of the degree program, who was still 
described as a ‘beginning practitioner in nursing’, was in many instances 
more a ‘humanist’ than a ‘generalist’. When this basic degree nurse 
decided to pursue graduate education, she earned her degree in a specia- 
lized clinical area, -such as maternal and child health nursing, psychia- 
tric nursing, or public health nursing (Orlando, 1961, Christman, 1967). 
With the knowledge explosion of the 60's and the advance of medical 
technology in the 70's the traditional total-care, one-to-one, nurse- 
patient relationship (Harmer and Henderson, 1955) yielded to make room 
for the nursing care team (Pellegrino, 1962). The practical nurse or 
licensed vocational nurse with the nurses’ aid and nursing attendant 
moved to the bedside while the registered nurse assumed the responsibility 
of special operational areas, such as ward administration, medications 
and treatments, and intravenous infusions (Henderson, 1964). 


Soon some nurses were functioning in expanded roles in family 
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prenatal clinics, well baby clinics, and pediatric clinics as well as 


creating independent roles in areas as removed from the hospital setting 


as a court of conciliation (Sorensen, 1967) and the police departuent.* 
While the convergence ot many technical, social, and economic 

factors made these changes imperative, the rapidity and nature of the 

changes tended to foster tensions and role conflicts for nurses (Kalkman, 


1967). 


NURSE ROLE CONFLICTS 


In recent | ars numerous authors have turned their attention to the 


matter of role flict among health professionals, particularly nurses 
(Reissman, 1957: Johnson, 1958: — and Bennis, 1959: Berkowitz, 1960: 
Corwin, 1961: Orzack, 1961: Arnold, 1962: Mauksch, 1963: Turk and \ 
Ingles, 1963: Kramer and Baker, 1971). Based on the concepts of role 

as a cluster of functions that comes to be enpected of a given class of 

worker and role-perception as the worker's conéeption of the kind of 

behavior that is appropriate to the role, role conflict occurs when role 
expectations and role perceptions are not mutually held. The paradoxes 

and conflicts which the above authors identified as being embodied in the 
nurse-role will be discussed briefly under the headings: 1) inter- 


> 


system, 2) intra-professional, and 3) inter-professional. 


Inter-System 


The least notorious dilemma for the nurse is the inter-system con- 
flict. While this conflict may be between any two disparate systems, 
“?i aioentie that comes to mind most readily is the professional system, 


. represented by the nurse, vs the non-professional system, represented 


XUM 


by the family and friends of the nurse. Johnson and Martin (1958) point 


| 


out that the medical model expects a “good professional" nurse to be 
“therapeutic, objective, neutral and universalistic" in her relations 
with patients, but her family and friends expect her to be “concerned, 
warm, involved, and particularistic" in her relations with then. This a 
shifting of role behavior is particularly difficult if stress factor , 


are operative in one or both“bystems. 


Intra-Professional 
Not too surprisingly, all individuals who are nurses do not share 

one undisputed image of ideal nursing. The period of reorganization of ~ 

the health care delivery system and the concomitant evolution of nursing 

practice have resultedjin several role models, some of which are mutually 

incompatible. (1969) contrasts the diploma programs’ traditional 

heritage of service,submission and self-sacrifice with the contemporary 

commitment of degree nurses participate in balance of power and control 

behavior. Similarly, Corwin (1961) compares the "traditional, bureau- . 
___ eratic, diploma" nurse with the "contemporary, professional, degree" nurse. 

Unfortunately, significant role value differences still exist between 
nursing service and nursing education. As Corwin also stated, “contra- 
dictions within nursing are in part a consequence of conflict of interests 


between the nursing faculty and hospital staff over control of the student's 


class and clinical experience and the student is not neutral, for 


it is the teaching faculty who tend to command his loyalty (p. 605)". 


Inter-Professional 
Inter-professional role conflict involving nurses is probably the most 
obvious and most publicized of the three discussed. Arnold (1962), Turk 


+ and Ingles (1963), Issacs (1965) and Stein (1968)have all written recently 
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about the role-conflict and role-ambiguity of the doctor-nurse relationship. 
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Benne and Bennis (1959) cite an example in an out-patient clinic: 


The nurses are experienced workers who have held 
one clinic position over several years. The 
doctors on the other hand, particularly those on 
rotation, are not at all used to the clinic. 
This creates an unusual situation. Although the 
doctor has the genior position and is supposed to 
give the orders, he knows less than his nurse 

~ associate, who is expected to take orders. 


In some cases the nurse has the delicate job of 

attempting to maintain the doctor's status. 

Gently telling him what to do, she must at the 

same time appear to be obeying his orders... 

undoubtedly, this same sort of drama is played ; . 
out .. . in the hospital situation (p. 382). 


A similar conflict exists between nurses and hospital administrators 
with nurses wanting to do "real nursing" and administrators pushing for 
more administrative responsibility (Benne and Bennis, 1959). ~ 

The situation is summed up by Young (1969): 


The nurse who feels she is a competent profes- 
sional, with the knowledge and ability to make 
independent judgements, finds herself trapped - 
on the one hand by the physician who considers 
her skills only ancillary to medicine and on the 
other hand by the administrator who unilaterally 
makes many decisions affecting her work (p. 63). 


Many nurses cope with this frustration by seeking careers outside . 
the hospital, expecially in teaching; and still others cope by 
leaving nursing altogether (Kramer and Baker, 1971). 
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TEAM CONFLICTS 


Though the main focus thus far has been on the role conflicts 
experienced by nurses, it is important to note that other profes- 


sionals experience similar dilemmas. 


Dwncan and Kempe (1968) report that there exist inherent barriers 
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and prejudices between different types of health professionals which 


prevent them from working cooperatively. 


6 


This was evident in the response of medical 

students who had worked in a field health sta- ~~ 
tion with pediatric nurse practitioners. Neither 
appreciates the other's function and both feel 

that their knowledge is, or at least should be, 
superior to that of the other (p. 504). 


This same uncertainty regarding interdisciplinary teamwork 
is reported both by Turk and Ingles (1963) and by the U.S.C. inter- 
disciplinary Student Health Project. 


During a week of orientation the future doctors, 
dentists, and nurses dged themselves to an 
enlightened and dignified tomorrow. -- They 

p damned interprofessional jealousies and rivalries; 
exalted an image of physician and paramedical 
team working effectively, unselfishly, toward 
a common goal. To promote this type of inter- 
action, certain projects were staffed with inter- 
disciplinary teams. --Alas, this beautiful rapport 
disintegrated in a clincal setting -- interprofes- 
sional animosities mushroomed. --Uncertainty 
about role expectations, coupled with typically 
confused channels of communication led to a 
division of the group into enemy camps -- each 
faction jealously guarding its status, each | 
insensitive to the needs of the other (Chafetz, 
p. 165). 


Kerckhoff's study, as reported by Gross (1958) provides another 
example of this phenomenon. Kerckhoff asked a sample of lawyers, clergy- 
ment, social workers, and physicians to check which two professions 
were best prepared to do marriage counseling today. The list included 
the four professions and an occupation listed as "fulltime counselor”. 

He found that all four of the professions represented in the sample 
checked their own profession first, and all four checked full-time 
counselor second. In effect, they were sepies the best qualified were 
obviously themselves in each case, and hemn really was no second . 
choice, or at least, none of the other three professions constituted 


a genuine second choice. 


So far, we have considered some of the forces that are changing 


XUM 


* 
health care, discussed how nursing has responded, defined what nurse- } 
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role conflicts have developed and identified that interdisciplinary 
team cooperation is difficult. 

However, before a program to improve interdisciplinary effectiveness 
can be proposed, it is necessary to examine two of the ecntributety 


factors that seem to be central to the issue of team breakdown. 


PERSONALITY FACTORS 


A clue to the solution of the dilemma of team breakdown can be 
found in the writings of Jourad(1961), J.P.R. French (1963), Mereness 
(1966), Francis (1967), and Lambertson (1970). ole all point out 
that team work and occupational effectiveness depend on a stable, 
mature self-concept; especially adequate self-esteem. 

However, Olesen and Davis (1966), and Flarshein (1966), found that 
nurses as a class have a vague self-concept. Even more important is : 
the finding regarding the nurse's individual MRs—concept. Davis (1969) 
reports a tendency for i nurse to be submissive and to sunkete sub- 
ordinate roles. 

In his discussion of the interpersonal response traits opperative 
in occupational choice, Diggory (1966) reports that in selecting an ideal 
job, the compliant type places ‘a high value on the opportunities to be 
helpful and work with people. Thus social week. medicine, teaching, 
social science and personnel work are chosen by those individuals who 
are anxious to be liked. Similar findings have been presented by Rosen- 
berg (1957), Mauksch (1963), Korman (1969) and by Beard and Pishkin (1970). 


In summary, the above studies suggest that nurses and other health 


professionals are individuals with vague self-concepts and interpersonal 


response traits indicative of low self-esteem (Krech, 1962). 
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Without the stable, mature self-concept and adequate self- 
esteem that is necessary for optimum team functioning according to 


the above authors, health professionals are at a decided disadvantage. 
PROFESSIONAL EDUCATION 


A second contributing factor relevant to the problem of eouper- 
ative team relationships would seem to be the matter of professional 
education itself. 

The education of health professionals often occurs in the context 
of a single-sex, quasi-isolated student community characterized by an 
around-the clock concern with appropriate, ethical conduct (Mauksch, 
1963). The very need for precision and the constant eenntiamintan of 
the ethical and legal implications in life and death matters in thenm- 
selves have a constraining effect. In this kind of a stress situation, 
it would seem to be an obvious function of nursing and medical education 
to influence students’ attitudes so as to bring them to a closer real- 
ization of each other's needs. "Too often, howéver, professional 
schooling tends to widen rather than obliterate the schism (Chafetz, 
1966, p. 65)". 

When the expansion of professional knowledge and technology resulted 
in a maiinites of behavior that was more than any one professional 
group could be expected to handle, a new division of labor occurred | 
via sub-group specialization (Magraw, 1968). As each specialty developed 
its own nomenclature, the phenomenon of territorial imperative became 
more deeply entrenched (Ardrey, 1966). 

So it is in these ways that professional education by its very nature - 
becomes another inhibiting factor in establishing effective team 


functioning. 
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The orientation of ‘health as a right for all' plus the goal 
of comprehensive health services requires first an educational 
system that can supply the right number and right kind of trained 
individuals and second a resiliant organizational network within 
which health professionals can form collaborative team relationships 
(Szasz, 1970). However, as Duncan and Kempe warn “it is naive to feel 
--- that simply by placing diverse skills in one setting there will 
emerge of necessity a comprehensive and meaningful product (1968, p. 
501)". 

Innovative, interdisciplinary teamwork depends on functional 
communication and a stable, mature self-concept. As a group, however, 
health professionals are often lacking in these areas. Mereness (1966) 
suggests “One way to help the nurse cope is to provide experience which 
will alter the professional self-image which in tum guides conduct 
and dictates action" (p.100). Rogers (1955), Rubins (1963), Truax et 
al (1968), and Coleman and Glofka (1969) all maintain that a structured 
group experience can produce positive changes in the self-concept which 
in turn fosters improved interpersonal relationships. 

This paper is a case history (Glaser and Strauss, 1967) of a group 
training program that was designed expecially to meet some of the needs 


of graduate health professionals, primarily nurses. 
STATEMENT OF THE PROBLEM 


What are the effects on the self-concept of graduate health profes- 


sionals of participation in an interdigciplinary group experience 


focusing on communication and human systems theory? 


10 
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GENERAL HYPOTHESES 


1) Graduate health professionals will value an opportunity to 
participate in a supportive interdisciplinary group experience focusing 
on communication and human systems theory. 

2) Graduate health professionals who participate in a supportive 


interdisciplinary group experience which focuses on communication and 


human systems theory will demonstrate a changed self-concept on completion 


of training. 
SPECIFIC HYPOTHESES 


1) There is-a positive relationship between participation in the 
Communication and Human Systems (CHS) program and self-acceptance change 
scores. 

2) There is a positive relationship between participation in the 
CHS program and increased self-esteem. 

3) There is a positive relationship between self-acceptance change 
scores and other-acceptance change scores. 

4) There is a positive relationship between increased self-esteem 
and increased self-actualization. 

5) There is a positive relationship between increased self-esteem 
and increased professional self-acceptance. | 

6) There is a positive relationship between increased self-esteem 


and increased occupational effectiveness. 


A 
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‘ee CHAPTER TWO - REVIEW OF THE LITERATURE 


This chapter will present a review of the literature in order to ( 
establish a theoretical basis for the dependent variable, self-concept | 
and in order to provide a theoretical orientation and identify special 
characteristics of the two independent variables, group laboratory 


process and group laboratory content. 
SELF - CONCEPT: THE DEPENDENT VARIABLE 


At the turn of the century because of the emphasis on scientific 
psychology, little attention was being focused on the concept of the 
self. But in recent years with the emergence of the psychology of | 
personality, the tide has turned and psychologists have rediscovered 
"self." The most influential researchers have been those who deal with — 
the "phenomenological" notion of the "self-concept" (Raimy,.1943). The 


phenomenal self “includes those parts of the phenomenal fie d which 


the individual has differentiated as definite and fairly stable charac- 
teristics of himself (Snygg and Combs, 1949, p. 112)". 
William James (1950) described self in this way: 


In its widest possible sense man's self is the 
sum total of all that he can call his; not only 
his body and his psychic powers, but his clothes 
and his house, his wife and his children, his 
ancestors and friends, his reputation and works, 
his lands and horses and yacht and bank account 
(p. 291). 


According to Rogers (1951): 


The self-concept or self-structure may be thought 
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of as an organized configuration of perceptions 
of the self which are admissible to awareness. It 
is composed of such elements as the perceptions of 
one's characteristics and abilities; the percepts 
and concepts of the self in relation to others and 
to the environment; the value qualities which are 

. perceived as associated with experiences and objects; 
and goals and ideals which are perceived as having 

ce positive or negative valence (p. 136). 


Other definitions are not so expansive. P. Smith (1962, P. 331) 
lists six dimensions of the self concept: 
1) Self-confidence (self-acceptance) 
2) Social worth (inner worth or moral fiber) 
3) Corpulence (physical size) 
4) Potency (psychological and physical strength) 
5) Independence (intelligence and leadership ability) 
6) Tension-discomfort (immediate feeling states) 

Cooley (1902), Mead (1934), and Sullivan (1953) all maintain that 
an individual's self-concept develops in the course of interaction with 
“significant others." 

Even more specific is the study by Kuhn and McPartland (1954) which 
suggests that the conception of the self as a member of groups and 
classes takes priority over other self-conceptions. 

This finding is supported by Krech, et al (1962). 

. The self is a product of social interaction 
and tends to be defined in terms of reference 
groups: those to which a person belongs and 
those to which he aspires to belong (p. 84). 
Self-esteem is considered by many to be the cornerstone factor in 


the self-concept. Cohen (1959, p. 103) defines self-esteem as the ~ 
“discrepancy between the ideal model one sets for himself and his actual 


‘gel f-conception." Horney (1939) and Fromm (1939) believed that low 


self-esteem was a by-product of the suppression by the family or the 
culture of individual spontaneity. They also report that low self- 
esteem individuals have a basic hostility (or non-accepting attitude) 
toward others. | 


Coopersmith (1964, p. 218) makes an interesting contribution by 
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delineating types of self-esteem. These are derived by combining 


the individual's self-evaluation (S.E.I.) and an observer's rating 


on self-esteem behavior (B.R.F.) 


TABLE 1 


Types of Self-Esteem 


S.E.I. + 2B.R.F. Comments 


Above average socially and 
academically. Satisfied with 
personal performance. 


Striving to maintain positive 
self-evaluation in face of 
disconfirming evidence. 


Average typical individual for 
given age group. 


\ 


Successful, gifted; but 
striving for ideal goals. 


Inferior performance. Low | 
level of ability. ad 


An increasing body of experimental and clinical evidence points to 
the important role of self-esteem in determining behavior. Self- 
esteem has been related to the nature of defenses (Cohen, 1959), motiva- 
tion (Coopersmith, 1960), identification (Stotland and Hillmer, 1962), 
persuasibility (Leventhal and Perloe, 1962; Silverman, 1964), and 
attitude change (Dobbs, 1964). 

The Seneatey of this evidence also suggests that self-esteem exerts 
a pervasive influence - an assumption strongly supported by factor 


analytic studies of the self-concept (Osgood et al, 1957; Smith, 1962). 
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Further, the findings of Witkins and Associates (1962) reveal that 
persons who can orient themselves to space tend to be high in 
self-esteem, actively involved with their environment, and significantly | 
more anyalytical and differential in their clinical and experimental 
responses. 

Another iauae aspect of the self-concept is a scious 
realistic of some falling short of the ideal; that is, ¢ 
respecting oneself, including faults." Berger (1955) has demonstrated 
that self-acceptance is closely linked to other-acceptance. Likewise, 
Adler (1924), Fromm (1939), -Horney (1939), and Murphy (1947) ail 
theorized that if an individual's growth experiences are such that he 
forms an unlovable, self-rejecting image, a basic hostility arises 
which is expressed in the form of vague and general criticisms of 
other individuals and groups. 

Finally, another factor of the self-concept which has relevance 
for this project is self-actualization oo as state which enables 
a person to best express his individuality and originality and most 
completely develop his full potential (Diggory, 1962). Wenkert (1955) 
postulates that self-acceptance is a premise to inner growth and as 


such opens the road to ingenuity and creativity. 
GROUP LABORATORY PROCESS: AN INDEPENDENT VARIABLE 


The experimental findings of Wallen (1963), Flarshein (1966) and 
Felton (1967) add evidence to support the contention that shared parti- 
cipation in an educational experience uf produces more effective and 
positive values in learning, 2) increases retention of material and 
3) increases the ability to generalize to other situations. 


In the laboratory situation Beaty (1965) found that interacting 
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individuals accelerate the decision process and that the predictions 
made after social interaction exceeded chance accuracy. He concludes, 

these findings "are cosistent with knowledge about the relative 

performance of individuals and groups in problem-solving situations 

(p. 306)". 

Lewin (1935) was one of the first to recognize the impact of ¢ 
group decisions upon social change. He generalized it is usually 
easier to change the opinions and attitudes of individuals formed into 
a group than to change any one of them separately. 

The acceptance of the new system is linked 
‘with the acceptance of a specific group, a 
particular role, a definite source of author- 
ity, as new points of reference. It is basic 
for re-education that this linkage between 
acceptance of new facts or values and accep- 
tance of certain groups or roles is very in- 
timate and that the second frequently is a 


prerequisite forthe first (Lewin and Grabbe, 
1945, p. 64). 


Studies by Havighurst and Orr (1956), Bernstein et al (1954) and 
Nunnaly and Osgood (1961) have demonstrated that existing value 
systems can be modified through a situational and problem-solving 
approach that recognizes the need of tying the new knowledge to the 
individual's own emotional and intellectual experiences. 

While nursing education traditionally has been concerned with the 
dyadic nurse-patient relationship, current literature is strongly 
emphasizing the importence of the nurse's role as a member of the health 
team and with other groups. : 

Numerous authors have specifically recommended group experiences 
for nurses, amongthem Thompson (1965), Carter (1967), Fortune (1970), 
Yeaworth (1970), Lange (1970), Flarshein (1966), and Daly and Heine 


(1970) reported increased co-worker acceptance and improved nursing 


competence following group experience. Frerichs (1966) states: "A 
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nurse spends much of her professional time interacting within a group 


setting. Her professional judgements are influenced and evaluated by 


other members of the health team. Nurses, therefore, must have 


opportunities to learn how to be capable group members (p. 6)". 
Likewise, several medical education programs such as the — 
of San Marco (Seguin, 1965), Stanford (Yalom, 1966) and Menninger 
Clinic (Ammon, 1967) have reported success with group teaching methods. 
Ammon (1967) and Andronico (1967) have related accounts of successful 
programs which combined didactic and dynamic elements in group work. 
In addition to the comments about groups in general, some authors 
have addressed themselves to the question of the specificity of groups. 
Morgan and King (1966) and Vinacke (1968) observed that primary 
groups, which consist of friends and close associates, help shape a 
person's attitudes. Similarly, in relation to self-esteem and self-- < 
actualization Adelson (1967) has suggested the formation of small groups 
“in which individuals will find a sense of belonging and positive 
valuation of their own characteristics (p. 8)". 
One such activity, a group therapy program begun in 1966 for the 
Sausalito Police Department, has had notable success. 
I've never seen a department with better 
morale. These men are dispelling the 
stereotyped notion of the dumb, arrogant 
cop. Arrests have tripled in the two years, 
but no one has accused us of overpolicing or 
made a single accusation against any of the 
police. Sausalito citizens are far more 
cooperative, far more interested and far more 
responsive in their relations with the police 
(Earle, 1968). 
Sensitivity group experiences have also enabled probation officers 
to develop increased sensitivity to themselves and the people around 


them (WICHE, 1968). 


The conclusion of the author, based on personal experience and 
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supported by the above data, was that some form of group laboratory 
activity would be the most appropriate program format. 

Of the various group approaches, the T-Group Laboratory Method 
as described by Stock (1964) seemed most suitable. 

It is difficult to separate out any single 

aspect of a laboratory and say this is what 
influenced learning. The laboratory is designed 
to include presentations of theory, and demonstra- 
tion and practice sessions on the assumption that 
these plus the T-Group constitute an integrated 
whole (p. 421). 

In recommending T-Group method Seguin (1965) reports that the 
students profited from discussing their perceptual distortions, learning 
the way the mechanism functions and finding ways to minimize distortion. 

Thompson (1965) has stated: 

Sensitivity training is a means whereby indi- 
viduals learn about interpersonal interactions 
and group process through direct experience. 

In encouraging self-study, the technique becomes 
an educational device which offers potential for 
generalizing to other interpersonal situations 
(p. 132). 

Frye's (1966) report that task-oriented individuals tend to have 
low self-esteem but that successful group experience tends to increase 
self-esteem may have special significance in view of Mauksch's obser- 
vation that nurses tend to have low self-esteem. 

Yalom (1966) also found that students who participated in T-Groups 
developed an increased degree of confidence and self-awareness. The 
anxiety-reducing function of open discussions in a trusting atmosphere 
was especially valued by the students. ~ 

. Similarly, Miles (1964) states: "T-Group members find that never 
before have they been in such a supportive and personally compelling 
learning environment (p. 470)". 


At the conclusion of his review of the literature, House (1967) 
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summarizes his findings: 


The above argument offers ample evidence that 
the T-Group Laboratory Method is a potentially 
powerful tool for changing behavior and is 
differentially effective in a wide variety of 
situations with a wide variety of individuals 
(p. 29). 


Garner (1965) describes the value of such an experience as follows: 
Not only are knowledge and skill acquired in the 
area of group dynamics, but further, individuals 
learn ways of communicating more effectively, ways 
of participating in the group experience more 
successfully, and ways of working together more 
\ cooperatively. Thus they begin to alter habits 
of behavior in relation to the needs and demands 
of the situation at hand. Members learn ways of 
adjusting to change, ways of realistically balancing 
their own expectations in relation to the expec- 
tations of others, and ways of disciplining their 
own personal desires (p. 147). " 
However, Odiorne (1963), House (1967) and Fortune (1970) have 
commented on the drawbacks of sensitivity groups. The T-Group Method 
controversy centers around the tremendous amount of dollar and human 
resources currently being directed to the method, the question of the 
value of the experience, and the question of the danger to the partici- 
, pant of some psychological damage. 
House concludes that the chances for a successful group experience 
are increased by incorporating the following basic recommendations: 
1. Have well-defined goals. 
2. Select leader (or leaders) carefully. 
3. Select participants carefully. 
- 4. .Start with detailed explanations of goals and 
process. 


5. Provide “way out" if anyone changes his mind. 


In utilizing the group laboratory method, the group composition 


with relation to size, age, sex, personality and professional discipline 
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is of fundamental importance. 
The Macomber and Siegel (1957) experiments at Miami University 
found statistically significant differences favoring the smaller 
classes, particularly for high-ability students. Similarly, a 
study by Schellenberg (1959) found higher student satisfaction and 
higher instructor grading in smaller groups. McKeachie (1963) pciats 
out that, with increasing size, group members are likely to feel re- 
straints against participation with the result that group activity is 
increasingly dominated by a few people. Finally, Miles (1964) cutienane 
that a typical T-Group consists of eight to twenty adults, divided 
into sub-groups of four to five people. 
In relation to age, Miles (1964) comments: 
The presence of a wide age range and perception 
of the leader as falling within it are probably 
major forces in defining the T-Group task as a 
cooperative struggle to construct a workable 
social system which will aid learning (p. 457). 
Whitman (1964) reports that the way men and women participate in 
a group can be sharply delineated. Females conform more (Reitan, 1964) 
and are less differential and more favorable in perceptions than males. 
However, both Reitan (1964) and Amidjaja (1965) call attention to the 
complexity of determining variables and suggest the need for further 
research. | 
Homogeneous grouping by poreenality proved to be ineffective in 
Hoffman's 1959 experiment in group problem solving (McKeachie, 1963), 
while Heslin (1964) concludes: "Within the constraints imposed by 
situational and social variables, personality characteristics do influence 


group processes (p. 255)". 


The Western Reserve School of Medicine which pioneered with multi- 
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disciplinary teaching, the Cornell Comprehensive Care and Teaching 
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Program (Reader, 1967) and the University of Southern Califoria 
Student Health Project (McGarvey, 1966) have all reported encouraging 
results with interdisciplinary activities. j 

Yeager (1962) reports that graduates in professional disciplines 
are often handicapped by role prescriptions and "tunnel vision" which 
results in a narrow view of community health problems. However, com- 
bining professionals from various disciplines into a team working on the 
same problem presents them with a totally new and universally appreciated 
educational experience (McGarvey, 1966). Also, structured group 
experiences help professionals to examine the consequences of their 
acts for one another and to plan ways of eliminating situational effects 
which cause insecurity and strain in inter-role behavior (Zander, 1957). 
In addition, the opportunity for shared experiences in professional 
education is a powerful antidote to the crystallization of professional 
postures which prohibits real communication (Pellegrino, 1966). 

Stock (1964), Yalom (1965) and Satir (1968) hold that group heter- 
ogenity, which duplicates real life situations, makes a wide range of 
issues available for exploration, thereby maximizing the growth potential. 

Stock (1964) summarizes that in setting up a group laboratory 
experience, members should be homogeneous in characteristics such as 
intellegence, job competency, and emotional stability, but heterogeneous 


with respect to age, sex, personality and occupation. 
GROUP LABORATORY CONTENT: AN INDEPENDENT VARIABLE 


Content is one important factor of the total laboratory experience. 
The degree of commitment a participant makes is partly determined by the 


value the individual places on in ETT He being exchanged. As 
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Tyler (1966) points out: 
Not only are knowledge and information increasing ra- 
pidly, but changes are also taking place in the skills 
and attitudes required in various fields. The result 
is that educators are trying to figure out what it is 
they can help students acquire that will have some 
permanent value (p. 1396). 

The changing role of the professional nurse in hospitals, in health 
agencies, in industry, and in the community has emphasized the necessity 
for expertness in the art and science of communication (Jessee, 1965). 
Interprofessional relationships are founded largely on verbal and non- | 
verbal communications (Muller, 1962). However, there is a growing 
communication crisis in the health professions today and the resultant 
cacophony is reminiscent of the proverbial Tower of Babel (Pellegrino, 
1966). 

Watzlawick (1967) sums up the importance of communication. All 


~ 


behavior is communication -- one cannot not communicate. / : 
Ruesch (1966) and Satir (1968) hold that emphasis on ecenunicstion 
is so vital because information omennin action. It is at the commun- 
ication level (integrative process) that choice occurs and therefore 
where change is possible. 
It has been speculated that the very fact that communication is 
“all-around” and "ever-present" may explain why the process is taken 
for granted and assumed to be automatic. It then follows that providing 
an experience for nurses and other health professionals whereby the 
communication process is brought to the conscious level could result in 
their using communication much more phgaie 
This communication, or relating, has four basic patterns: an individual 
in relation to himself; an individual in relation to another individual; 
an individual in relation to a group; and a group in weletion to another 


group. Ruesch (1966) further concluded that, since man's very existence 
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depends on his ability to exchange information and to remain connected 
with his fellow man, constructs such as society and ecleuse are simply 
different aspects of one basic function —— communication. 

It was this concern with eotinm kent ten as a central factor in human 
culture and organization that led to the definition of the second funda- 
mental concept -- human system theory. 

Sociologists such as Talcott Parsons (1951) maintain that since 
significant aspects of man's behavior are a product of the groups to 
which he belongs at any moment in time and of the many groups which 
have influenced him in the past, behavior cannot be fully understood 
or explained unless one takes account of human system theory. 

System is defined by Webster as an organization or assemblage of 
objects united in some form of regular interaction oF interdependence. 
In system theory, then, the emphasis is on the variety and complexity 


of inter-related parts and on the whole which is greater than the sum of 


these parts. 
A major goal of professional education is to build a team with thera- 


peutic skills -- with the ability to bring health to the families, work 


- groups, social groups and community organizations in which they find 


themselves. But skill is more than knowledge and that is why effective 
understanding of systems is built around the participant learning group 
(Baumgartel, 1964). The individuals who participate in the group 
experience develop integrative bonds with‘one another, and, in the process 
of resolving difficulties that arise while ‘decomp lishing this, create a 
social organism or system (Brussel, 1967). 

In addition to the group, another system that lends itself to first- 
hand observation is the family system. The family, which is still the 


primary biosocial unit in our culture, is also the ultimate source of all 
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other social systems. Behavior originates in the individual within 
the family and is projected to the larger community. 

Increased understanding of the family system has immediate applica- 
tion for members of the community health team. Modern health trends 
have moved from patient-oriented programs to population-oriented programs 
with the emphasis on individuals in groups -- particularly the family 
group (Ruesch, 1966). In addition, understanding gained from family 
syevens can be generalized to other systems since the same general rules 


apply (Parsons, 1951). 


‘ | The review of the literature has established the importance of self- a 
concept as an "organizing gestalt" in the understanding of behavior and 
further identified the cluster of factors (self-esteem, self-acceptance, 
other-acceptance, and self-actualization) which constitute the gestalt. 

On the basis of the review of the literature, the group laboratory 
process emerged as the most appropriate method to utilize in developing 
and implementing a program which offers an opportunity for an individual 
to modify attitudes and perceptions of self. 


Communication theory and system theory were selected as the didactic 


focus because of their relevance at both the content and process levels. 
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CHAPTER THREE - METHODOLOGY 


This chapter will detail how the problem to be studied was trans- 
lated and implemented as a training program for graduate health profes- 
sionals called Communication and Human Systems (cus). After defining 
pertinent terms and describing the setting, the focus will shift to a 
description of the program and the program participants. This will 
be followed by a discussion of the evaluation design which will include 
methods of evaluating the program as well as methods of evaluating the 


individuals and the groups who participated in the progran. 


DEFINITION OF TERMS 
4. 


Health: the state of complete physical, mental, emotional, and social 
well-being. 

Health Professional: any helping or intervention agent in the community 
(in accordance with the World Health Organization philosophy 
which considers the individual in the context of this total 
environment). 

Self-Concept: a generic construct in the area of self-psychology which 
encompasses such factors as perceived self, ideal self, self- 
esteem, self-acceptance, end self-actualization (Snygg and 
Combs, 1949; Wylie, 1961). 


Perceived Self (phenomenal self): an organized configuration of percep- 


tions of the self which are admissible to awareness (Krech, 1962). 


f 


Self-Esteem: measure of the dobemepenee between the ideal model and 
the perceived self (Cohen, 1959; Wylie, 1961). 

Self-Acceptance: conscious (realistic) recognition of some falling 
short of the ideal; respecting oneself, including faults 
(Wylie, 1961; Wenkert, 1955). 

Self-Actualization: "realizing" self in terms of unique capacities 


and individual organic destiny (Diggory, 1962). 


oe THE SETTING: TIME AND PLACE 


The duration of the study was four and one-half years: from January 
1968 through June 1972. The study was conducted at the Mental Research 
Institute (MRI). MRI, a private, non-profit behavioral and social 
science research-training institute focusing on the study of man in 
the family and the community, is located in Palo Alto, California. MRI 
owns a two story brick building in central Palo Alto which contains 
attractive offices on both floors. A training laboratory with facilities 
-for observation of trainees was available on the second floor. Facilities 
for video and audio recording are built in. The building also contains 
a conference room on the first floor which can accomodate a meeting or 
seminar with forty participants. 
| ame and Kempe (1968) comment on the value of offering such an 
interdisciplinary program away from either the academic or work situation: 
"As the distance from the agency increases, there is a greater likelihood 
that the students will accept each other as individuals and equals (p. 502)". 


THE SPECIAL CHS PROGRAM 


Communication and Human Systems, an intensive three month, inter- 
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disciplinary, coeducational program, was designed to increase theo- 
retical and experimental understanding of one's own uniqueness as it 
contributes to personal and professional effectiveness, individual 
and group behavior, a general systems, or cybernetic, grasp of inter- 
personal behavior, the implications of systems and role theory for 
interdisciplinary cooperation, relevant evaluation and research activ- 
ities and applications. | 

The program was also designed to foster the integration and 
application of the learning experience into personal and professional 
behavior. 


Organization 

Guided by the preceding goals a general plan was formulated for 
the three month training program. This plan is presented in Table 2. 

In implementing the program goals, the intensive three-month course 
incorporated a variety of learning experiences, including lectures, 
seminars, encounter groups, a ny demonstrations, and field 
placements. Observation suites, audio and videotaping facilities, 
and the professional library were also utilized in training. For 
samples of specific class schedules see Appendix A. 

Classes were composed of about fourteen students (Bales as 
Borgatta, 1955) and, in order to provide a truly comparative app 
to systems, males from various related disciplines compri of 
each group. The program differed for men in that no stipends were 
available, although scholarships to cover tuition fees were provided. 
Therefore, men accepted for the program did not participate in the 


community placement program. However, nurses were given the oppor- 


tunity to function in a community agency for approximately 15-20 hours 
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per week. /The dete of the field placement was two-fold: 1) to 
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provide a laboratory for practical application of class work in an 

actual work setting, 2) and to expose nurses to currently evolving 

roles and new patterns of practice in settings outside of the hospital 
which they may not previously have had the time and opportunity to explore. 
Placements were assigned after consultation with the trainee, and every 
effort was made to place her in an area fitting her interests (Duncan 

and Kempe, 1968). 

Time allocation for the two days per week at MRI was about as 
follows: 25% for didactic theory presentations; 50% dynamic seminar 
meetings which included discussions focused on group process as well 
as substantive content, field work reports in relation to theoretical 
issues, family therapy demonstrations (including brief therapy tech- 
niques), work system simulations, and a variety of videotape exercises 
and experiences; 20% encounter group experiences, including a 24-hour 
laboratory experience; and 5% evaluation participation designed to 
provide additional learning experiences in relation to consolidating 
and integrating the trainees’ grasp of each of the foregoing areas, 
while also providing a basis for assessing the course impact and for 


systematically generating further course improvements. 


Staff 


The most central element in any program is the staff . The individuals 
who planned and carried out the CHS program were especially chosen for 
their diversity in personalities and backgrounds, age, sex, and profes- 
sion. This was done to provide a concrete example of appreciating one's 
own uniqueness. That is, people from different disciplines with dif- 
ferent approaches were able to work together and respect each other's 


contribution to the program. It also provided trainees with more options 


of people with whom they could relate comfortably. While this diversity 
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was considered a strength in the program, insuring that the program 


would be diversified but not disorganized proved to be an organ- 


izational and administrative challenge. Ongoing administrative meetings 
and faculty meetings helped to build bridges and provide some coordination 
for the people in the program. Fortunately, the nurses on the staff 

were MRI graduates. Also, all staff members had known each other over 

a period of time and were more able to work out their relationships 

and trust prob lems than if they had been meeting as total strangers. 

And, probably more important, they were people who were generally 
committed to the goal of sharing information. 

Having said that the program was fortunate in having a creative, 
dedicated and diversified staff, ‘may give the impression that coordination 
and implementation were a simple matter. In fact, nothing could be 
further from the truth. Probably each staff member had said at one time 
or another in the pre-CHS days, “If I were teaching those students", 
and yet when CHS offered a creative opportunity, the first reaction was 
to be awed almost to the point of being immobile. This seemed to be 
followed by the “trying too hard" tiene: with each person truly committed 
to the approach he felt offered real promise. The problems would come 
about because generally no two approaches meshed together. Fortunately, 
the group next shifted into the negotiation phase and the hard work of 


putting together a viable program began in earnest. 


Recruitment 

Another challenge was to come up with a brochure that was attractive, 
would stimulate interest, would clearly state what the program was 
about, and, in addition, answer practical questions that an individual 
might have about eligibility for and application to the program. This 


posed two problems. First of all, a dynamic program is difficult to 


TABLE 2 30 


Curriculum Design 


Input Integration Evaluation 


Communication Theory | Communication Games Seminar Discussions 
Seminars 


General Systems Videotaping Exercises Observer Feedback 
Theory 


Cybernetics 
Game Theory 


Communication 
Patterns 


Paradox 


Group Dynamics Communication Groups Seminar Discussions 
Seminars 


History T-Groups Individual Con ferences 
Terminology Marathon Diaries 


Represent ative 
Theories ._ 


Family Theory Simulated Families Observer Feedback 

Seminars 
Definitions Structured Interview Supervision Comments 
Rules/Roles Demonstration Families 
Assessment Training Families 


Interventions 


Community Systems Problem-Solving Exercises Observer Feedback 
Seminars 


Management Theory| Simulated Work Systems Individual Conferences 


Organization Field Placement Projects Field Notes 
Theory 


Evaluation Seminars Pre- and Post-Testing Feedback 
System Model 
Theory 


Evaluation 
Instruments 
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describe concisely. Secondly, individuals, because of their own 

needs and motivations, often interpret information from a context 
different than that of the group compiling the brochure. It is not 
surprising that the sample brochure went through many revisions before 

it was in a form ready for the printers (Appendix B). Other practical 
questions that needed answers involved how many brochures to print 

in terms of the overali demand and how to keep them current? The matter 
of listing staff accurately was solved by having the faculty list 

printed on a gummed insert that could be changed as needed without having 
to re-print the entire brochure. 

In order to get widespread publicity, ads describing the CHS 
program were placed in a number of the professional journals. Also, 
staff members made visits to local agencies to describe end discuss 
the course. After the program had been underway for several quarters, 
word of mouth advertising w former trainees (or individuals who knew 


former trainees) was the most productive means of recruitment. 


Implement ation 


Initial efforts were directed toward "getting the program together" 
and consisted of a planning phase and pilot group phase. The planning 
phase involved many staff conferences, conferences with professionals 
in the community (with educators, with supervisors and with the workers 
on the line in agencies) as well as a review of the literature. The 
outcomes of these considerations resulted in a setting of content and 
context priorities as illustrated in Table 2. To test these priorities, 
the pilot ma approach was thine Out of the experiences with the 
two pilot groups, a modified schedule emerged which remained relatively 


constant for Groups 3-12 (Appendix A). 
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As can be seen from Table 2, a variety of dynamic learning tech- 
niques were included in the program. For example, each student had 
at least one opportunity to negotiate for and play a role in a "sim- 
ulated family". This was to give the trainee an opportunity to exper- 
ience the kinds of events that "set" systems and also to discover how 
system sets influence individual behavior. Role-playing a large family 
helped to clarify how to set priorities and define options in a very 
complex system (Moreno, 1936 and Bavelas, 1947). 

Two other activities that proved valuable were the integration 
anemone (Mosel, 1964) and the system laboratory (Kahn and Cannell, 
1957). The integration laboratory was a relatively unstructured period 
_ of time when staff and trainees met to rap about the ongoing experience 
and their attempts to put the pieces together--that is, to integrate 
theory and practices. The system laboratory was similar, but more | 
analytically oriented. There, trainees had an opportunity to denctibe 
their work setting and to role-play situations from this system in order 
to get direct feedback from both trainees and videotape. In addition, 
trainees had an opportunity to do what was called a “rehearsal for 
reality"; i.e., role-play a pending job interview situation. 

Problem-solving exercises were also an integral part of the program 
(Boocock, 1968). These enabled trainees to get direct feedback about 
their functioning in a task-oriented situation. One activity in particlar, 
the "moon landing" exercise, provided a wealth of material because it was 
an “imaginary” situation and therefore was not experienced in as emotion- 
ally-loaded a manner as the discussions and explorations that occurred 
in the group dynamics situations. As such, many individuals could more 


readily incorporate this kind of feedback. 


Among the training tools available for the CHS program were videotape 
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and film sessions (Berger, 1970) of family therapy as demonstrated by 
various experts (Jackson, Ackerman, Whitaker, Bowen, Satir). These 
films were originally shown as part of the regular classwork. However, 
due to the pressure of time and the fact that some of the trainees 
were already familiar with them, this part of the program was later 
scheduled during after-class hours, and attendance became optional 
Both demonstration and training families were utilized in the 
program (Howells, 1968). These families were solicited from colleagues, 
from past trainees, or from community agencies. The raining aspect 
of the a" sessions was explained to all prospective clients: that 
is, that professional trainees would observe the sessions from view 
rooms, that audio recordings would be made for the purpose of trainee 
_ supervision, and that trainees also had telephone communication from 
the demonstration room to the viewing room, so that therapist, client 
and trainee could be in touch with one another. Clients were invited 
to tour the viewing rooms, to meet the trainess and were also given a | 
brochure describing the CHS program. They were then asked to sign a , 
release form (Appendix C). Rather than voicing, verbally or nonverbally, 
any real reluctance about the set-up of the program, most clients were 
very positive in their comments about the usefulness of the experience, 


and indeed seemed to be pleased to be a part of this kind of professional 


program. In fact, a few demonstration families referred their friends 
as clients f tretates sessions. 

The clients seen included couples, incomplete families and families 
with as many as eight children. Some families were seen only once for 


an evaluation session. Others were seen from three to ten times. But 


in all situations no fees were charged. The demonstration families were 


interviewed either by a single staff member, by staff members in co-therapy, 
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or by one staff member and one trainee in co-therapy. Similarly, 
the training families were seen either by a trainee individually or 
by two trainees in co-therapy. : 

At the completion of the contract sessions, the family and the staff 
members would evaluate the current status of the family group to deter- 
mine whether termination was appropriate. If not, follow-up was done 
by trainees in their work setting or referrals were made to other 
agencies or individuals in the commmity. 

Frequent mention has been made of the practice of audio and/or 
video recording (Berger, 1970) the various activities in the program, 
and therefore a few explanatory remarks seem to be in order. There 
was almost unanimous agreement among trainees and staff that effective 
audio-video recording is a priceless learning experience. However, 
the difficulty occurs in consistently achieving an effective outcome. 
First of all, the equipment needs to be appropriate for the task and be 
in A-l condition so as to be unquestionably reliable. Secondly, audio- 
video feedback usually constitutes a massive amount of data input and 
provisions must be made to atte the individual and group to “make 
sense" of the experience. The technique used as an end in itself can 
result in a destructive rather than constructive experience. 

Group dynamics (Cartwright and Zander, 1960; Bradford et al, 1964, 
Burton, 1970) became a basic component of the program after the early 
pilot project experiences indicated that the degree to which a person 
had integrated his own individual and group behavior was directly 
related to his degree of success as a therapeutic agent. In fact, group 
dynamics proved to be the most sought-after part of the program, as well 


as the most anxiety-provoking. The structured interview elicited numerous 


remarks to the effect that "I am looking forward to group dynamics, pro- 
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vided you use legitimate techniques and well-prepared professional 
leaders." In order to enable the trainee to make a decision about 
participation in group dynamics, position papers (Group Experience \ 
Laboratory - A Statement for Group Members) were made available (see 
Appendix D). Because of the range of prior experience in each group, 

a. developmental sequence was provided, starting with group dynamics, 
moving to sensitivity group, and finally to group laboratory which 
included an 18-24 hour marathon. The marathon experience grew out 

of a request of the first pilot group to have an extended group meeting, 
which they then arranged for one of the last weeks of the program. 

In their evaluation, they expressed the wish that it had been earlier 
in the program. So the next group had a marathon in the second week. 
However, they reported that this was too soon for them; that enough 
trust had not been developed within the group. Therefore, the remain- 
der of the groups have had the marathon scheduled in the fifth week 

of the program. The matter of the marathon has always been negotiated 
by the group itself about the third week of the program. There were 
options about whether to have a marathon or not, when to have it, how 
long to have it, where to have it, etc., and each group its own 
decisions which were then reviewed by the staff. 

Another technique that proved useful was to have diverse leaders 
for different parts of the group experience so that every individual's 
chances of finding someone with whom he could relate comfortably were 
increased. However, in several of the later programs, partly because 
of staff availability and partly because of trainee requests to have 
only one group leader throughout the course of the program, this latter 
approach was tried. In retrospect, it appears to be a fifty-fifty 


proposition with just as many trainees preferring varied leaders as those 


who prefer a single leader. 
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Schedule Modifications 

On the basis of staff evaluation and feedback from trainees other 
shifts in emphasis did occur. For example, the 8-12 hours of class 
time originally set aside for guest lectures was later eliminated. The 
28 hours allotted to communication theory seminars were eventually 
decreased to about 16 hours. Brief therapy started as a 2-hour guest 
lecture, and increased to 6 hours, and finally to 9 hours. Family 
therapy laboratory started out as a 12-hour program component but 
the time eventually was doubled. The earlier programs included several 
five-hour minithons, and these evolved into a weekly 2-hour group 
experience plus one marathon.” 

According to the original schedule, the trainees were to spend 
mornings in class at MRI and afternoons in their work agency or a 
field placement. It didn't take long to discover that this was not 
very efficient planning. The most persuasive argument for change was 
_ found in the number of commute hours trainees were logging each week. 
Some came from distances of 50 to 100 miles. Therefore, the format 
was changed to allow for two full class days per week. On the basis 
of trainee preference, the days chosen were Thursday and Friday. 

As the program was first conceived, trainees were to be assigned 
a field placement within the established public health and mental health 
departments of the county system. However, a survey of potential students 
indicated that nurses wanted to have an opportunity to develop new roles 
in smaller, less structured community agencies. CHS was very fortunate 
to find a number of vibrant and creative agencies willing to accept 
trainees. In considering placements, two guidelines were used by staff: 
first, there must be a good potential for a growth experience for both 


the agency and the trainee; and secondly, there must be a fit between 


the agency need and a predominate interest of the trainee. Because 
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selections were made during the first week of the program there 

was considerable pressure to find a fit between trainee and agency, 

but in most cases this was successfully accomplished. In fact, in 

only two situations was it decided that since the immediate placements 
didn't seem to fit, time could more productively be spent in evaluation-- 
both self-evaluation and community evaluation. 

Also, in the beginning, orientation and introductory material was 
presented to the trainees on the first day. This included permission 
slips (Appendix C) that needed to be sional trainee applications to 
be completed, a tour of the building, introduction to staff, explanation 
of procedures, and other general orientation. However, this never seemed 
to work out too well, and it was finally determined that individual 
trainees built up a good deal of tension in ee of the program 


and found it a disconnecting experience to be asked to settle down 


to prosaic paper-and-pencil tasks. fore, midway through the study, 
the schedule was reorganized, and the first day of the program consisted 
of a half-hour paperwork and instruction session followed by a coffee 
hour which enabled staff and trainees to get to know each other. Then, 
the rest of the time was spent in videotaping exercises. This proved 
to be a very full and hectic first day, but seemed to serve the purpose 
of channeling the anxiety and energies that had been generated as well 
as fostering group cohesiveness. 

As groups grew in size from 9 to 14 students, it became increasingly 
difficult to see that each person had a place, or to see that each one 
"got a slice of the pie." The staff believes 10 is an ideal number, 12 
is workable, and 14 becomes rather difficult. On the other hand, there 


were two other relevant concerns. One was the need to train more people 


faster, and the second was the high cost per student for this type of in- 


tensive experience. Therefore, for one year, the program was modified 


to a three-day-a-week schedule (Appendix A) with the total group 
meeting on one day and each subgroup meeting on one of the other days. 
While this enabled the staff to increase the size of the class from | 

14 trainees up to 20-24 trainees (with subgroups of 10-12), it did seem 
to reduce the feeling of group compatibility in the training experience. 
Trainees felt able to relate comfortably to their own small subgroup 
but empertencet some inhibitions when meeting with the whole group. 
Increased numbers also provided some difficulties in terms of supervision 
and conferences between trainees and staff members. Another question 
that arose concerning the larger group was “how diversified can a group 
be both in experience and interest and still participate together in a 
way that will provide satisfaction for a majority of the trainees a 
majority of the time?" It was not uncommon for one student to say that 
the morning presentation was really dull and another to describe that 
presentation as the most exciting part of the program. However, the 
overall evaluation of these groups as compared with other groups show 
this approach as a feasible option. 

Somewhat reluctantly, the staff designed a summer program because 
there had been so many requests from individuals from out of the area 
who were able only to participate nm a summer workshop. The basic 
11 week program was converted into a Scieiehdinh. four-week program 
(see Appendix A). 

The overall impression of the staff was that for some individuals this 
intensive workshop was the format of choice. Trainees became immersed 
in the total experience, as opposed to half-time in the program and half- 


time in a field agency. However, some people did experience a good deal of 


difficulty with the integration of this tremendous amount of input. The 


staff would recommend that either format be used, depending on the realities 
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of the work situation, but that selection of trainees be carefully 


done with respect to the applicant's internal timetable. 


Participants 
Several factors guided the selection of trainees. All applicants 


must have been involved in the delivery of some kind of human service 

to the community. The group was co-educational and interdisciplinary. 
But all of the women accepted were nurses with preference given to those 
with a graduate degree who were engaged in the fields of public health, 
psychiatric nursing or community mental health nursing. 

It was a challenge to choose a group of compatible individuals whose 
behavior would be reciprocally growth-producing. No simple formula or 
format has been devised. However, the selection process went generally 
along these lines: | 

-Receipt of application with relevant personal 
and professional history; 
-Determination of eligibility; 
1. U.S. citizenship or equivalent 
2. Completion of basic course of profes- 
sional education (with preference given 
to graduate education) 
3. Adequate life experience and demonstration 
of ability to cope successfully 
-Request for two recent clinical or work references; 
[ -A personal interview with individuals from the area 
or a taped interview with follow-up phone calls 
for out-of-area people; 
-Presentation of the application to the selection 


committee. 
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Selection was then made on a "first-come" basis but with respect 
to the heterogeneous group composition in relation to sex, race, 
personality and discipline. Several authors have emphasized the need 
for interdisciplinary learning experiences in order that individuals 


can improve their own education, better understand other professionals, 


and ultimately improve patient care or client service (Zander 
McGarvey, 1966; Pellegrino, 1966; Reader, 1967; Duncan and Kempe, 
1968; and Magraw, 1968). 


A major responsibility of the staff was addressing themselves to the 


_ question “what is the fit between what the program has to offer and what 


the applicant is seeking?" As indicated earlier in the discussion about 
the brochure, it is very difficult to describe a process program in 
words that all individuals will interpret in the same manner. What an 
applicant was seeking was influenced not only by his understanding of the 
brochure, but also by his expectations of MRI itself. One applicant 
came back for a second interview and told about some of her reactions 

to the first interview. She didn't remember hearing the interviewer's 
name (she somehow missed the introduction) and as she tried to make sense 
of it later, she told herself that this was probably part of the planned 
interview situation and the test was to see if the applicant would take 
the intiative in asking the interviewer for identification. This kind 
of making sense or attributing characteristics to the agency was 

apparent in another incident that occurred. One of the trainees on 

the first day exhibited rather non-conforming behavior. On the second 
day, this was commented on, and it was apparent chat a good number of 
the group of 14 students had been upset by this behavior. In fact, 

one trainee had described Student "X" to her husband and her husband, 


who was a trained social worker, had said, "Well, knowing MRI, this 
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individual is probably a plant to see what the group will do in 
this kind of a situation." 

Another question to be considered was "Why would an individual be 
willing to travel 2,000 miles or more for the CHS training program?" 
It became apparent that some of the more traditional types of screening 
devices such as reference letters were not really that helpful. Nor 
was the matter of academic preparation necessarily relevant. It was 
more a matter of selecting an individual whose past experiences had 
prepared him for the kind of laboratory program that the CHS course 
provided. 

Likewise, the major question or concern in relation to the kind of 
laboratory group experience offered by the CHS program was, "What are 


people looking for when they apply for this program?" "Is it a question 


of growth, is it a question of learning, or is it a question of therapy? 


And, where is the dividing line? How do you screen out those individuals 
who could more fittingly use an actual therapeutic situation?" What the 
interviewer tried to determine was the level of pain of the me applicant. 
That is, was the individual motivated by a real inability to perform 

and really looking for therapy; or was the individual motivated by the 
desire to see what kinds of alternative behaviors could be discovered 

in a group learning experience? 

It was somewhat easier to deal with the question and find an answer 
when individuals lived in the geographic area and could come in for a 
personal interview. It proved helpful to utilize a structured interview-- 
that is, asking each applicant a series of pre-determined questions 
(see Appendix E). These questions were aimed at the process the individual 
would utilize in answering the questions--not specifically at right or 


wrong kinds of answers. For example, to the question, "What is your 


primary sexual orientation?", the interviewer was looking more for the 
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comfort an individual had in relation to the question or to his 
decision about how to answer. The interview was purposely set up 
to be a sample of the course that was to come--i.e., the interview 
itself was experienced by most of the applicants as being both hard 
work and a rather stressful enputiones. Notes were taken during each 
interview (with the permission of the applicant) which were later 
evaluated in light of the guidelines in Appendix E. 

Applicants who were not able to come in for a personal interview 
were sent an audio-tape with the set of questions. They were asked 
to have a friend interview them and tape-record the session. It 
appeared that for some individuals, receiving the structured interview 
wren asset as a screening criterion. Some were never heard from 
again, and others sent the tape back with comments such as "I decided 
that this program doesn't fit for me." 

Some of the factors relevant to selection of participants have been 
discussed. To summarize, Stock (1964) has suggested that in setting up 
a group laboratory experience, members should be homogeneous in charac- 
teristics such as intellegence, job competency, and emotional stability; 
but members should be heterogeneous with respect to age, sex, personality 


and occupation. 
EVALUATION DESIGN 


So far in the presentation of this case history of a group learning 
experience for graduate health professionals, the focus has been on the 
sequence and process of organizing and implementing the specially designed 
CHS program. Equally important is a consideration of the degree of 


effectiveness of the program. 


The following section will discuss the evaluation design as it evolved 
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during the duration of the experience. 
EVALUATION: THE PILOT GROUP PHASE 


Two groups esnetteubes the pilot population. Group One was scheduled 
during January, February and March of 1968 while — Two followed 
in April, May and June. The evaluation design (Table 3) utilized 
instruments which were designed to tap four domains: 1) content, 2) 
interpersonal perception, 3) group process and 4) the total program. 
In order to do justice to the richness of the special CHS progran, 
the assessment strategy had to be multi-faceted. The sequential-group, 


pre-test, post-test, quasi-experimental design was selected to accomplish 


this goal. 


Instruments 
| A major goal of the program was to impart to the trainees a systems- 
oriented understanding of individual, group and family behavior. If 
successful, this orientation —_ be yore both in a trainee's 
perception of a unit of behavior as well as a grasp of concepts used to — 
describe inter-personal systems. 

Three content instruments were used. A multiple-choice quiz on the 


didactic presentations of communication theory and human systems theory 


was given first at the beginning of the program and then again at the 

completion of the program. This quiz was constructed - the CHS staff. 
Second, each trainee was furnished with both an audio-tape and a 

type script of three segments of group interaction and asked to do a 


written analysis of the material. The responses were scored on one dimension 


of the Film Rating Scale’ after the pre and post protocols had been 


scrambled. 
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TABLE 3 


Evaluation Design 


PILOT PHASE 
GROUP I GROUP II 
INTERACTION ANALYSIS INTERACTION ANALYSIS 
QUIZ (FORM 1) QUIZ (FORM 1) 
CRITICAL INCIDENT (FORM I) CRITICAL INCIDENT (FORM II) 
< BI-POLAR SCALES BI-POLAR SCALES 
S 
a GENERAL ATTRACTION- GENERAL ATTRACTION- 
af GROUP SCALES (FORM I) GROUP SCALES (FORM I) 
MEYER-BRIGGS TYPE MEYER-BRIGGS TYPE 
INDICATOR INDICATOR 
RETROSPECTIVE EVALUATION RETROSPECTIVE EVALUATION 
QUESTIONNAIRE (FORM I) QUESTIONNAIRE (FORM I) 
5 INDIVIDUAL INTERVIEW GROUP EVALUATION 


= 
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Utilizing the Critical Incident technique (Flanagan, 1954) as 
a model, forms were developed on which students would recount pairs 
of effective and ineffective learning experiences. Each student completed 
six sets during the program. "ye 

Two interpersonal perception instruments were used. Bi-Polar Scales 
were devised to allow comparisons to be made between ‘Self’ and ‘Ideal 
Self' amd between ‘Self' and 'Self-as-percieved by the Group’. These 
scales were administered on a pre-post course basis. 

Also, general Attraction Scales (which yielded perceptual scores, 


apparency scores, and attractiveness scores for each trainee) were given 


One group process instrument was used. The Meyer-Briggs Type Indicator 


was given at the beginning and at the end of the course to categorize 
trainees along four dimensions derived from Jungian theory. These 


dimensions are as follows: 


(1) Extroversion vs. Introversion (E vs. I) 
(2) Intuition vs. Sensing (S vs. N) 
(3) Thinking vs. Feeling (7 vs. F) 
(4) Judgement vs. Perception (J vs. P) 


Two total program instruments were used at the end of the course. 
One was an individual tape recorded evaluation interview. The other 


was a Retrospective Evaluation Questionnaire (Form IL). 


Results 
Twenty-two individuals participated in the Pilot Phase - nine in 
Group 1 and thirteen in Group 2 (Table 4). 
The content oriented instruments yielded the following information. 
The Communication and Human Systems Quiz indicated that both groups 


had more knowledge of the substantive material at the end of the course 
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TABLE 4 


Demographic Data - Pilot Groups I and II 


Student Age Sex Degree Specialty 
Al 28 F BS, MS Psychiatric Nursing 
A2 40 | F ee Public Health 
A3 41 F BS, Med. School Health 
g AG 44 F Diploma § | Psychiatric Nursing 
AS 50 F Diploma Nursing Science 
A6 25 M MA Group Psychology 
A? 2 | M BA Theology Student 
A8 33 M BA, MBA, BD] Theology 
A9 35 M Ph. D. Psychology 
Bl 24 F BS Psychiatric Nursing 
B2 28 F BS Psychiatric Nursing 
B3 34 F BA Mental Health Nursing 
B4 34 F BS Nursing Research 
FE B5 34 F BS Public Health Nursing 
B6 35 F BS Public Health Nursing 
B7 40 F BA, BS Psychiatric Nursing 
B8 26 M BA Group Psychology 
B9 32 M BA Penology 
: B10 34 M AA Business Administration 
Bll 35 M BA Penology 
s B12 46 M Ph. D. Psychology 
x B13 59 M BA Industrial Training 
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than at the beginning of the course. Pooled data from both courses 
revealed 17 gains and 1 loss, with 1 remaining the sane; these gains 


are significant (p =¢.001 level, Sign Test). Moreover, the gain shown 


by members of each class was significant (p =4.002 and p =<.02 respec- 


tively; Sign Test). 

The scores of both quizzes had a considerable range, the higher scores 
being obtained by trainees whose academic experience was ongoing or 
quite recent. Thus, motivation and set, as mediated by current or recent 
extramural experiences, may have affected the results. 

A seond approach to the evaluation of assimilated content was to 
score the trainee's approach to the understanding of some interpersonal 
situations on tapes and typescripts. This analysis revealed an increase 
in the use of language reflecting transactional conceptualization of the 
interaction, accompanied by a decrease in predominately intrapsychic 
language. In addition, the mean number of responses decreased from 
44.12 to 30.86. Discussion with trainees suggest that this may be due 
to greater impatience with evaluation instruments by the end of the 
course and/or to increased skill in being concise.” 

Several conclusions may be drawn from the Critical Incident forms 
which were developed to describe both effective and ineffective learning 
experiences. It would seem that the majority of effective incidents took 
place during laboratory sessions involving interaction among several people. 
These experiences did not necessarily involve feedback about self, but 
there was usually active participation by the trainee, as opposed to 
passive participation. The ineffective incidents described were consistent 
with the above conclusions. Most of the ineffective incidents occurred 
in the “classroom” when activities were too didactic or not involving 


enough. The Critical Incident forms proved difficult to analyze and from 
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feedback discussions with the trainees it was found that they contributed 


less to the learning experience than had been hoped. 

The results from the Interpersonal Perception instruments were also 
disappointing. The Bi-Polar Scales, devised to allow for comparisons to 
be made between Self and Ideal Self and between Self and Self-as-perceived- 
by-the-group, failed to show significant changes over time, even for the 
pooled data. However, the tendency in each class was for a decrease in 


the discrepancy between the conceptualization of one's self and of © 


one's ideal self. 


The General Attraction Scales showed a gain in perceptual accuracy, 
indeterminate fluctuations in apparency, and a fairly stable gain in 
intra-group attraction; only the scores for the last variable showed 
stability over time in the sense that wild fluctuations were not in evi- 
dence. 

In relation to group process, the scores from the Meyers-Briggs 
Type Indicator were utilized in derviving a predictor variable which 
correlated .90 with the individual trainees' average attraction ranks 
over the six sessions in which the General Attraction Scales were 
administered. The first class was composed mainly of people who were 
relatively high on extroversion (versus introversion), intuition (versus 
sensing), feeling (versus thinking), and perception (versus judgement). 
Trainee attractiveness was correlated .64 with Sedenment-gevecstion, 
which had a predominantly perceptual rather than judgemental orientation. 

As far as evaluation of the total program was concerned, much of 
the data obtained from the individual interviews was a repetition of material 
elicited in group discussions or on Critical Incident Reports. On the 
Retrospective Evaluation Questionnaire, the overall rating by Group One 
was somewhat higher than for Group Two. The majority of students in 


both groups used descriptive phrases such as “one of the most meaningful 
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of my life experiences”. 


Recommendations and Modifications 


‘On the basis of the experience with the pilot phase, it appeared 


_ that: many of the instruments were too unwieldly and not very productive. | 


Therefore it was decided to spend the summer break time in completely 
revamping the design. The following goals were set for the revised 
evaluation program: 1) detailed trainee orientation to the evaluation 
purposes, instruments, and schedule; 2) increased tailoring of the 
instruments to the course goals; 3) increased efforts to design and 

use the instruments in ways which will make them valuable as part of the 
learning experience; 4) revision of instruments to increase their 
palatability; 5) increased opportunities for two-way feedback; and 

6) increased participation of the eva!uation staff in the teaching facets 


of the course. 


EVALUATION: STUDY GROUPS PHASE 


After the pilot phase of the Communication and Human Systems Progran, 
the approach to program evaluation (with subsequent implications for 
program modification) was redirected. Initially, the evaluation design 
was a replica of the traditional goa-attainment model: “evaluation as 
a measurement of the degree of success or failure encountered by the 
program in reaching predetermined objectives (Schulberg and Baker, 1968, 
p. 1250)". 

The continuing educational focus on system theory fostered an increased 


awareness of the value of applying this kind of orientation to the evaluation 


aspect of the Communication and Human Systems Program. Efforts were then 


directed toward modifying the program in the direction of the system 
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model: ongoing evaluation of "the degree to which the project 


realizes its goals under a given set of conditions" with regulated feedback 
being assimilated by the system (Schulberg and Baker, 1968, p. 1253)". 

The Evaluation Design for the Study Phase of the program was 
constructed to yield both quantitative and qualitative data (Table 5). 
The quantitative measures (Appendix F) were those which focused on 
measuring change in the trainees’ self-concept (both personal and profes- 
sional) and in relationships with others, especially in the work situation. 
The battery of instruments included: 1) Inventory of Uniqueness (10U), 
2) Remote Associates Test (RAT), 3) Semantic Differential, and 4) Berger 
Sel her Acceptance Scale. All of these evaluation instruments were 
given on a pre-post basis, i.e., they were administered at the beginning 
and again at the end of each CHS course. Change scores for these two 
administrations were obtained and analyzed using Wilcoxon (1947) matched- 
pairs, signed-rank, non-parametric statistic test. In addition, the 
Retrospective Evaluation Questionnaire (REQ) was administered once, at 
the completion of the program. The Statistical Package for the Social 
Sciences (SPSS) is the computer program that was chosen since it is 
an integrated system designed especially for the analysis of social 
science data (Nie et al, 1970). 

The qualitative data was garnered from field notes and diaries, tape 


recorded evaluation sessions, and follow-up questionnaires and interviews. 


QUANTITATIVE MEASURES 


Inventory of Uniqueness 
For the pilot groups, a Q-sort measure of self and ideal self was 


used (after Rogers and Symond). The limitation of the forced-sort technique 
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was that there was no way of knowing how representative the p 
items were of the individual's phenomenal self (Wylie, 1961). Consequently, 
an Inventory of Uniqueness (10U) was especially designed to implement 
the stated goal of increasing the trainees’ understanding of their own 
uniqueness. This instrument asked the trainees to write a number of 
statements about themselves (originally 25 statements for Group Three 
but changed to 20 statements for subsequent groups), and to rate these 
statements in terms of how important they felt they were presently and how 
important they would wish them to be (Self: Ideal-Self discrepancy). The 
trainees were also asked to indicate if they felt positively or negatively 
about these statements. 

The second administration of this instrument consisted of returning 
to the trainee his orginial 20 statements in randomized order with 


instructions that he rate them again in terms of “how important they 


‘are now" and “how important he would wish them to be". 


While Wylie (1961) points out that this type of R-R (response- 
response) technique cannot support unequivocal cause-effect inferences, 
she does concede this approach is necessary for certain phenomenological 
propostions and also reports that the self-esteem factor can yield 
fruitful research data. 

A discrepancy score between “how important each statement is now" 
and “how important you would wish each statement to be" was computed and 
the scores for Time 1 and Time 2 compared, using the Wilcoxon signed- 
ranks test. It was ekpected that the discrepancy scores would decrease 
over the course of time. 

As a beginning exploration to determine if there was a sequential 
process in the development of the self-concept, self-other scores were 


compared with self-esteem scores by using a standardized correlation 


measure. 
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The Remote Associates Test 


Since self-actualization is defined as the ability to express 
individuality and originality, one significant measure of this factor 
would be a test of creativity. There is increasing interest in the 
question "what constitutes and/or fosters creativity?" (Bingham, 1953; . 
MacKinnon, 1962; Bailey, 1970). Of particular interest are the findings 
that word association tests are the best predictors of creativity, and 
that there is a linkage —_ self-acceptance, self-esteem, and 
creativity. 

The Remote Associates Test (RAT) is a standardized test of creativity 
(Mednick and Mednick, 1967). In form it is a word association test but 
it takes its title “Remote” from the fact that the stimulus words were 
originally the remote responses to the standard word association tests, 
i.e., they were responses given .1% - .3% of the time to the usual 
stimulus words. There are 30 stimulus triads on each form of the RAT and 
there are two forms which were administered. 

The RAT, which was expected to assess the ability of the trainees 
to connect ideas, or to be creative was administered both before and 
after the total group experience. These group laboratories were designed 
in part to bé a "freeing-up" process. The literature on the use of this 
instrument reports it to be a highly reliable one over time. Most people 
attain the same score on administration of the two forms of the instrument. 
The hypothesis was that there would be an increase in scores from Time l 

\ to Time 2 because of the "freeing-up" process of the group experience. 


» Again, in an effort to determine if there was a sequential process in 


the development of the self-concept, self-esteem scores and self-actualization 


(creativity) scores were compared. 
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Semantic Differential 


A Semantic Differential instrument (Osgood et al, 1957) was designed 
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to assess the impact of the training experience on the trainees’ profes- 


sional self-acceptance. It focused on the following concepts: 1) Self; 
2) Self as a professional; 3) Supervisor/ Self Relationship; 4) Self/ 
Patient Relationship; 5) Profession; 6) Women; and 7) Men. Because — 
most professional training, especially for nurses, takes place with members 
of the same sex only, it was desirable to assess the unique coeducational 
aspect of the CHS program. Therefore, the concepts of Women and Men | 
were also included. The trainees rated each of these seven concepts in 
terms of twelve adjective-pair scales (e.g., hot-cold, good-bad, active- 
passive) by placing an "X" in one of seven blanks that separated each 
adjective pair (Likert, 1932), with "1" being ee negative end and "7" 
being the positive end and "4" being the neutral or mid-point. Scores for 
Time 1 and Time 2 were computed and a change score calculated using the 
Wilcoxon signed-ranks test. 

This instrument was relatively easy to modify or “personalize” for 
each student. It is also uncomplicated to administer and score and yet 


yields data that is considered reliable and valid. 


Berger Scales 

The Berger Attitude Scale (Berger, 1952, 1955) is a standardized 
instrument which measures a person's acceptance of self and acceptance of 
others. It was devised by Emanuel Berger and is reported in the literature 
to be a reliable and valid measure of self and other acceptance. This 
instrument asked each trainee to assess 64 statements in terms of the 
following Likert-type scale: 1) not at all true of myself; 2) slightly 
true of myself; 3) about half-way true of myself; 4) mostly true of 
myself; and 5) true of myself. Of these 64 statements, 36 are statements 


of attitudes of acceptance of self and 28 are statements of attitudes 


about acceptance of others. Since Sheerer (1949), Stock (1944), Omwake 
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(1954), and Shaw and Wright (1967) have reported positive correlations 


between self and other acceptance, the same results were expected 


in this study. 


The Retrospective Evaluation Questionnaire 

The Retrospective Evaluation Questionnaire (REQ) was administered 
on the last day of each course just prior to graduation. This questionnaire 
asked the trainees to rate each component, i.e., Didactic, Dynamic, 
Encounter, Field Work, and Evaluation on ‘a series of statements, e.g., 
"The Instructor(s) Spoke Clearly", “The Instructor(s) Treated the Trainees 
with Respect", "The Instructor(s) Gave Feedback to the Trainees". 

These statements were rated on a 10 point scale. There were also some 
questions concerning the over-all impact of the course, e.g., "the course 
fulfilled its stated goals", "the course was relevant to your personal 
situations, problems and goals", “your over-all evaluation of the instruc- 
tors". 

In the final year of the program a Follow-up Questionnaire was sent 
to all 167 graduates. The elapsed time since completion of the program 
varied from 5 to 24 months. The questionnaire (Appendix F) which 
yielded both qualitative and quantitative data, was designed to tap 
three informational areas: 1) demographic data, 2) trainee assessment 
of program and staff, and 3) trainee self-reports of effects of program 
both personally and professionaly. 

The demographic data were punched on computer cards. The open- 
ended items were handled in two-ways. First, an independent researcher 
(not familiar with the program) reviewed the questionnaires, developed 
a code of significance and tabulated the items accordingly. These 
tabulations were then converted into a statistical package that consisted 
of frequency distributions for 83 variables. These 83 variables plus 


12 variables from the pre-post test package were cross-tabulated for 
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significant relationships using the Chi Square. 


In addition to the evaluation instruments described above, two 


‘ other standardized tests were administered to some of the training groups. 


Self-Disclosure Questionnaire 
A Self-Disclosure Questionnaire (Jourad, 1964) was given to groups 


#3, #4 and #5. This instrument was designed to assess the “openness” 


profile of each trainee and to show changes over the period of the course 
in regard to disclosure about various topics (e.g., personality, childhood 
family, and work) to a variety of significant targets (i.e., closest 
other, CHS group, work supervisor, work peer, and work supervisee). It 
was hypothecated that there would be an increase in reported self- 
disclosure scores across all five targets from Time 1 to Time 2 because 
of the priority placed on “openness” in the group experiences. However, 
because of the vagueness of the data generated coupled with the negative 
feelings of staff and trainees about the complexities and time-consuming 


nature of the instrument, it was dropped from the test battery. 


The FIRO-B Instrument 

The FIRO-B instrument (Schutz, 1966, 1967) was administered to Groups 
#6, #7 and #8, on a pre-post basis. This instrument is widely used 
in assessing group changes over time in the interpersonal need areas of 
affection, inclusion, and control. The results of CHS use of the FIRO-B 
instrument showed no changes for any of the three groups on the FIRO-B 
categeries. In fact, its use in the group context tended to reduce the 
data to the mid-score on all 6 need areas. Because of these findings 
and the belief that the FIRO-B instrument seems to have more validity 


in a clinical context, it was dropped from the battery of evaluation 


instruments. 
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QUALITATIVE MEASURES 


In order to have some measure of the individual and group process 
of each program, the trainees were asked to keep field records and diaries. 
A systematic method of coding and analyzing such subjective, qualitative 
data is called content analysis by Berelson and theory generation by 
Glaser and Strauss. Kerlinger (1964) cautions that this method of analysis 
should not be used indiscriminately as it is both laborious and time- 
consuming. However, he goes on to say there is also a logic and economy 
about using this method of observation. "Instead of observing people's 
behavior directly...the investigator takes the communications that people 


have produced and asks questions of the communications (p. 544)." 


Field Notes 

The field notes (which reported on a project in an actual setting) 
were used as a basis for discussion and supervision with a staff member. 
In addition, they were coded and analyzed for data related to the process 
of change or growth. Sarbin and Allen (1968) point out that little 
research has attempted to penetrate the process of acquisition of roles 
.»+-and in the usual laboratory studies the individual is viewed as a 
passive organism, in contrast to the active organism who acquires roles 


in real life situations (p. 544). 


Diaries 


The diaries were a personal account of how the individual saw hin- 
self in relation to the CHS group experience. Based on the assumption 
that all behavior has meaning when viewed in its total context, trainees 
were asked to report what was “freely recalled" as they reviewed the 


day or week. Notations were collected on a weekly basis. 


The coding and analysis of the field notes and diaries (Glaser and 
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Strauss, 1967) were expected to yield profiles of the change process 
in its specific as well as its general range. For example, was the 
configuration of the Communication and Human Systems program like one 
of the equilibrium models of Bales, Lewin or Bion? Did it compare to 


the six phases of Bennis and Shepard or the four stages of Geller? 


Interview 
As indicated earlier, in order to have some evaluation over time, 
a carefully constructed questionnaire was mailed to all Communication 
and Human Systems Training Program graduates. The areas of investigation 
included the Training Program format, occupational effectiveness eval- 
uation, system modification success, and general comments (Baird, 1969). 
Kerlinger (1964) suggests that the mailed questionnaire (or self- 
administered interview schedule) is more effective when used in conjunction 
with other techniques. Accordingly, random interviews were scheduled 
(face-to-face or by telephone) with graduates, significant others in 
the graduate's work setting, and members of the Communication and Human 


Systems Training Program staff. 
SUMMARY 


The problem is to eountas the effect on the self-concept of 
participation of soee professionals in a group laboratory 
experience focusing on in ee theory and human system theory. 
First the design of the program itself was reviewed. This was followed 


by a discussion of the selection of the quantitative and the qualitative 


tools that make up the evaluation design. 
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CHAPTER FOUR - PROGRAM OUTCOMES: QUANTITATIVE DATA 


The data generated by this study of the effect on the self- 
concept of participation by graduate health professionals in a struc- 
tured group laboratory experience focusing on communications theory and 
human system theory will be presented in two chapters. Chapter Four 
will supet all of the quantitative data and Chapter Five will review 
the qualitative data. 

Twelve groups of individuals were trained during the lifetime of the 
CHS program. One hundred seventy five individuals who applied for CHS 
training were accepted. Of these, 90 were women and 85 were men. Of 
the 90 women, 57 came from California and 33 from out of the state. Of 
the 85 men, 67 came from California and 18 from out of the state (including 
one from Canada and one from Australia). The age range of the trainee 
groups was from 23 to 65 years. Table 6 illustrates the age distribution. 
Groups One and Two constituted the pilot group and have been described 
in Chapter Three. Data relevant to the ten remaining groups, Groups 


Three through Twelve, will be reported here. 


TABLE 6 - AGE DISTRIBUTION OF CHS TRAINEES 


AGE RANGE ABSOLUTE ADJUSTED 

FREQUENCY PERCENT 
20 - 24 10 5.7 
25 - 29 37 21.1 
30 - 34 36 20.6 
35 - 39 32 18.3 
40 - 44 21 12.0 
45 - 49 23 13.1 
50 - 54 10 5.7 
335 - 39 4 2.3 
60+ 2 1.1 
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PROGRAM PARTICIPANTS 


There were 153 trainees in the study group population (for 


individual demographic data see Appendix G). Of this number 77 


were women and 76 were men. Of the women 45 came from California and 
33 from out of state, while 57 men were from California and 18 from 
out of state. 

Table 7 indicates some of the demographic characteristics of Groups 


Three through Twelve. 


TABLE 7 


Group Demographic Characteristics 


DATE GROUP N | MIF GROUP AGE 
AGE RANGE SPAN 

Sept. '68 Group 3 12] 6] 6 23 - 60 37 
Jan. '69 Group 4 14] 7] 7 25 - 50 25 
April '69 Group 5 14] 7| 7 25 - 49 24 
Sept. '69 Group 6 20 |10 }10 25 - 65 40 
Jan. '70 Group 7 18| 9] 9 24 - 55 31 
April '70 Group 8 20}10 }10 23 - 54 31 
Sept. '70 Group 9 13] 7] 6 23 - 51 28 
Jan. '71 Group 10 14] 7] 7 26 - 50 24 
April '71 Group 11 14] 7] 7 23 - 46 23 
June '71 Group 12 14] 7] 7 23 - 55 32 


While selection criteria were established to foster heterogenous 
groupings, the) fact that the program was designed for graduate health 
professionals distinguished the trainees from a standard population. 
Fifteen women and thirty men had bachelors degrees. Fifty-four women 


and twenty-one men had masters degrees, while seventeen trainees had 


done post-masters work (two women and fifteen men). In addition, two 
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women and six men had doctoral degrees. 
EVALUATION INSTRUMENTS 


The evaluation packet included the Remote Associate Test, the 
Inventory of Uniqueness, the Semantic Differential and the Berger 
Self-Other Acceptance Scale, all of which were administered on a 
pre-post basis. This administration yielded individual scores and 
change scores as well as group scores and change scores. 

The Inventory of Uniqueness (I0U) was designed to yield information 
about an individual's degree of self-acceptance through the "Positive 
Feelings of Self" score as well as a measure of self-esteem through 
the Self/Ideal discrepancy score. Figure 1 shows the general trend 
toward an increase in percent positive feelings about self at Time 
2. Figure 2 illustrates that every group except 5 also showed an 
increase in self-ideal self correlation scores between the pre and post 
testing. For Groups 6 - 12 this increase in correlation score was 
significant at the ¢.05 level using the Wilcoxon Test (Table 8). 

The Remote Associate Test (RAT) was chosen as an indicator of self- 
actualization or creativity. Because of the documentation that it is 
a reliable instrument over time, the CHS experience appears significant. 
Figure 3 shows that there was a consistent pattern for each group of an 
increase of the post-test mean over the pre-test mean. In addition, 
Table 8 indicates that the comparison of individual pre-post scores 
using the Wilcoxon Test was significant at the <¢.05 level for eight 
of ten 

The seven concept factors of the Semantic Differential (S.D.) 


were included in order to have a measure of attitude change regarding 
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Fig. 1. Inventory of Uniqueness: Percent of Positive Feelings 


About Self - Group Scores: Pre and Post 
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Fig. 2. Inventory of Uniqueness: Self/Ideal-Self Correlation Scores: 
Pre and Post 
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TABLE 8 
Critical Values of The Wilcoxon T 
Level of Significance for Two-Tailed Test 


AUM 


a a a a a a a 
Test N 10 12 
3 TScore 20.0 13.5 
?P NS .05 
Test N 14 12 14 14 14 14 
4 TSgore 35.0 7.5 26.0 36.0 29.0 42.0 
P NS —- Be 
Test N 13 13 13 13 13 13 
5 T Score 26.0 4.5 25.0 28.0 34.0 36.0 
Test N 19 19 19 19 19 19 19 19 19 
6 T Score 36.0 46.0 73.5 91.5 70.5 68.5 77.0 94.5 72.5 
Test N 17 17 17 17 17 17 14 17 17 
7 T Score 23.0 33.5 18.5 16.5 29.0 35.0 20.0 59.0 35.0 
P .05 .05 .05 05 NS .05 
Test N 20 19 20 20 20 20 20 20 20 
8 TScore 32.0 57.5 33.0 66.5 30.5 37.5 36.0 44.0 30.0 
P .01 .01 01 .02 -01 
Test N 13 12 13 13 13 13 13 13 13 
9 TScore 7.0 3.5 41.0 16.0 38.0 16.0 20.0 28.0 23.5 
Test N 14 14 14 14 14 14 14 14 14 
10 T Score 7.0 18.0 28.0 41.0 36.0 21.0 21.0 42.0 36.0 
Test N 13 13 13 13 13 13 13 13 13 
11 T Score 6.0 15.5 21.0 22.5 28.5 23.5 17.0 31.0 22.0 
Test N 14 12 14 14 14 14 14 14 14 
12 T Score 21.0 38.0 21.0 33.5 34.5 13.0 19.5 35.5 21.0 
P .05 NS wes rs 01 NS .05 
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_self-acceptance and professional self-acceptance. The data from this 
instrument does not oupoett the expectation of consistent change in the 
direction of greater acceptance. Of the fifty seven concept measures 
obtained from Groups 4 - 12, levels of significance were reached in only 
twenty ine of these (Table 8). Groups 7 and 8.showed significance at 
the ¢€.05 level for six of the seven concepts. Across groups, significant 
scores were achieved for half the groups on acceptance of men and 
acceptance of self. 

It had been expected that the importance of the unique co-educational 
aspect of the program would be reflected in significant score increases 
for the two concepts “women” and “men". Though this expectation did not 
materialize, the assumed value of heterogenous grouping was substantiated 


by staff observations and trainee comments. 


The Berger Attitude Scales also yielded mixed results. Figure 4 


shows the pattern of an increase in self-acceptance scores for each 

group at Time 2 administration as was predicted. However, the prediction 

of a positive correlation between self-acceptance and other acceptance 

has not materialized. 
A Retrospective Evaluation Questionnaire (REQ) was administered to | 

each group. Table “9 shows the mean scores (derived from 0-10 rating 

scale) for groups 3 - 12 in regard to the six CHS program components. 

The mean scores for each component exceed the expected measure of central 


tendency, the range being from 5.26 to 9.82. Especially significant 


is the range of the "Overall" component (7.86 - 9.82). 


XUM 


: 66 
| 


AUM 


Group Mean Score 


Group Mean Score 


4.00 
3.90 
3.80 
3.70 
3.60 
3.50 


67 


pre test 


post test 


4.50 
4.40 
4.30 
4.20 
4.10 
4.00 
3.90 
3.80 
3.70 


3.60] 


3.50 


‘Fig. 


7 8 9 10 11, 12 
GROUP # 


Other - Acceptance Scores 


post test 


pre test 


7 8 9 10 1l - 12 
GROUP # 


Self -— Accenvtance Scores 


4. Berger Self - Acceptance and Other - 
Acceptance Group Mean Scores: Pre and 
Post 


LL°6 
9”°8 
00°6 


LT°6 
9T°8 06°2 0z°8 
ss°8 96°L 
T6°Z 91°8 16°2 
92°83 1?7°8 
06°9 68°9 
6S°9 78°L 
92°S Z7°L 9L°L 
eA 420M PTET 


88°S8 
90°8 
62°6 
06°9 
60°8 
78°L 
8s°s 
oFueudg 


sjusuodwoy) weiZ01g SHD 


6 


10°8 
0”°6 
61°L 
66°L 


ZT 
Tt 
oT 


dno15 


wnx 


68 


69 


: | A follow-up questionnaire was mailed to each former trainee who 
could be located. Of the individuals contacted, 143 completed and returned 
the questionnaire. This return rate of 88% far exceeds the expected 
rate. According to Kerlinger (1964): 7 

Responses to mail questionnaires are generally 
poor. Returns of less than 40 or 50 percent 
are common. Higher percentages are rare. At 
best, the researcher must content himself with 
returns as low as 50 or 60 percent (p. 397). 

The information from the questionnaires was coded, tabulated and 

| card-punched in order to yield frequency tabulations. The comments 
which were made with enough consistency to appear to be significant 
are reported below. 

In order to encourage individual, specific comments, one global, 
open-ended question was asked: ‘Where are you now compared with where 
you were when you completed the CHS course; A. Personally? B. Profes- 
sionally?' 

Improved personal relationships were mentioned by 126 respondents. 
Of these, 60 or 42.3% reported a "little change" while 66 or 46.5% 
reported “marked change". 

Marked improvement in work relationships was reported by 38 trainees: 
(26.8%) while 69 or 48.6% reported a slight change. 

Being more open to new ideas was mentioned on a significant 87.3% 
(124) of returned questionnaires. 


In relation to overall change or general improvement, 95 individuals 


(66.9%) reported some change and 40 or 28.2% reported important changes. 


As a point of comparison the CHS staff was asked to rate ne Ne 


of change perceived for each trainee. They reported 8.5% as demon&trating — 


no change, 17.6% who appeared little changed, 39.2% who appeared to have 
» 
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changed moderately, and 29.5% who were seen as markedly changed. 

When asked to critique the CHS program, 44.4% of the respondents 
offered no comments, and 34% made a variety of suggestions relevant 
to planning of future programs but which they regarded as minor. Only 
22% of the respondents made comments about which they felt very strongly. 
The greatest number (8 or 5.6% of the respondent group) were distressed 
by signs of what they regarded as staff dissension. Six (4.2% felt there 
was too little actual work with families; four saw the staff as too 
remote; another four (2.8%) disliked the T-group experience; four 
more thought there was too much theory while three (2.1%) thought 
there was too little theory; and two respondents felt there was too much 
testing. 

When the questionnaire data were analyzed using crosstabs and Chi 


Squares, the following relationships became evident (Table 10). 


TABLE 10 


Questionnaire Variables with Significant Relationships Using the Chi Square 


Test 

Variable One Variable Two D.F.| P 
1 Amount of Change Profession 11.16 3 | .02 
2 Rated Changed by Staff Profession 12.11 5 |.05 
3 Rated Changed by Staff Reported Change 18.50 9 -05 
4 Change in Personal Relations | Highest Degree 10.13 2 -O1 
5 | ' Change in Personal Relations | Change in Work 38.05 4 |.001 
6 Change in Work Profession 7.05 2.4.05 
7 Change in Work Sex 6.91 2 |.05 
8 Change in Work Open to New Ideas 6.75 2 |.05 
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In regard to Change and Rated Change, as demonstrated in examples 
one and two, nurses reported significantly more important changes than 
did other professionals and the staff also rated the nurses as demonstra- 
ting more marked changes than other professionals. 

In example four, the higher the academic degree an individual 
possessed the greater the amount of change reported. 

In examples six and seven, nurses and women reported significantly 
more marked changes in work relationships than did other professionals 
and men. 

Crosstabs and Chi Squares were also computed for the basic evaluation 7 
package. This comparison indicated a correlation at thed.05 level for rm 
the IOU and Berger Scales. In other words, there is a significant ‘Lae 
relationship between self-esteem and se{f-acceptance and between self- 
esteem and other acceptance. A correlation at the¢.05 level also exists ™ 
between Berger-Self and Berger-Other. This finding is consistent with 
the expectation that an increase in the one score would be accompanied 
by an increase in the other score, though this did not materialize when 
comparing group mean scores. 

When the seven factors of the Semantic Differential were compared 


using the Chi Square, more than half of them correlated at a significant 


level (Table 11). 


While the Remote Associates Test just missed achieving a level of 
significance when compared with the other evaluation instruments, pro- 


portionately more of those who fell above the mean on the RAT, also 


fell above the mean on the other items. 
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Table 11 
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Cross Tabulation of the Seven | Factors of the Semantic Differential 


Using the Chi Square Test 


§ 
ed 
° 
ata 
~” ~” Au >> = 
Self 4.001 4.01 2.001 
7 
Self as Professional 4.001 & .02 05 | 
Supervisor-Self €.01/€.05 | 4.02 €.01 
Patient-Self 4.001 4.01 £.01 4.10 
Profession .05 of 
Men .001] € 4.02] 4.001 
Women €.01]| <.10 
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CHAPTER FIVE - PROGRAM OUTCOMES: QUALITATIVE DATA 


The tools that were incorporated into the design in order to 
illicit qualitative date (i.e., personal, process oriented information) 
were field notes and diaries which were written during the course and 
random interviews (face-to-face or by telephone) which were conducted 
after the completion of the training program. The informants were the 


trainees, their spouses or “significant others," and their work colleagues 


or supervisors. 


DIARIES 


The diaries were a personal account of each trainee's experiences 
in the group process of the CHS program and were therefore treated as 
a privileged communications tool. That is, the diaries were read only 
by the Director of the CHS program and the research associate. In line 
with the concept of choosing appropriate channels of communication, it 
was interesting to note that individuals did report different kinds of 
information in the diary from that which was reported or shared with the 


group as a whole. The diaries therefore provided the Director with 


another way to be in touch with "where trainees were at" so that, when 


appropriate, special individual conferences could be scheduled. 
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A wealth of material was contained in the diaries which were kept 


by 102 CHS participants from seven different groups. A sociological 
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organization of the information was accomplished through coding and 


analysis using the grounded theory approach (Glaser and Strauss, 1967). 
For description of the change processes in their specific and general 


ranges see the articles by Kathy Calkins (1972). 
Oe a Study a small but representative collection of comments 
has been included to convey an impression of the diversity of topic 
and range of in ensity of the recordings. 
When an individual has made a contract to be a contributing group 
member to the best of his or her ability, it often is not easy to decide 
how to follow-through on the decision, as the initial reactions of these 


nurses illustrates: 


Thoughts streamed through my mind--like what the 
hell am I going to say? I want to tell them about 
me but I'm scared. So I reverted to my objectives 
and offered little of myself personally. 


All day I was battling my ambivalent feelings about 
plunging in versus holding back...I kept me and my 
# own reactions and feelings back. Why? Fear? 


I know I've been holding back in the groups...so 
much is going on underneath...I want to talk... 
don't know where to begin. But I'm not taking 
the responsibility myself and saying what I want. 


The question of "when" to participate is soon followed by the 
question of “how” to participate. One man reported his first impressions 
of being a member of the group. 


This has thus far been quite an experience. I 
have felt stupid, sad, mixed-up, sorry, angry, 
defensive, argumentative, sadistic, self-pitying, 
inadequate...I have felt several times that I have 
failed miserably to put into words what my heart 
is feeling. In short, I am trying to "like" 
myself but can't find a real reason why I should. 
I want to fight back though and despise myself 
when I retreat. 


/ , Similarly, these women reported: 
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I said a few things but I'm still feeling down 

about my lack of involvement. I guess the other 
thing that disturbs me is to be so aware of limiting 
myself because of fear of embarrassment. 


I spent the afternoon full of tears and anger and 
not able to do anything with either. It left me 
too preoccupied with me to be of any use to anyone 
else. 


I could not interpret for myself what other "group" 
members could. I was not motivated to participate. 
I'm not sure whether my inadequate feelings and low 
self-esteem was because of my rigid, self-centered 

and narrow-minded thinking pattern (my own person- 

ality) or my lack of adequate education and exper- 

ience in this field. 


There seemed to be too much identification for any 

of us to be truly compassionate or truly helpful, 

lots of pity and self-pity. 
One nurse reported, to her amusement, about the competition she 

observed in her group. 

It seems to me that some of the men can hardly contain 
themselves in their efforts to gain the attention 

of the group and then control of the group. 
However, the struggles for "place" and leadership were not always 


humorous. A dramatic illustration of this is the comment of a man 


whose style had been questioned. 


I attempted to be open and not bring my weapons 

with me and put myself on the block and yet resisted 
and was raped in the process, not for my good but 

for the sake of need of completion--a need to reduce 
everyone to helpless tears, or something like that. 

A phony game on my part. I violated myself and allowed 
others to violate me and I want to draw some blood 

to fill the vacuum in me. 


Another participant who competed for a top location and lost, stated 


"The experience is one of having a mask that no longer fits, but there 


XUM 


is very little else". 


XUM 


When group tensions rise some members tend to avoid taking risks 
in the interactional arena feeling instead "Silence is safer". 

Still others persevere. One individual wondered, “When will I 
become real?" Another individual commented: 


I must eliminate the need for defense. I must 
reduce the degree to which I am controlled by 
others, the dependency upon the approval of others. 
I'm on my way to increasing that freedom. I know 
that I have needed and will continue to need others 
to validate my own experiences and intuition, but 
I'm going to need them less to control my opinion 
and behavior. 


One man reported about his developing acceptance of himself: 


Actually I should not say that the encounter with 

T. was distasteful; more accurately, I should say 
that T. was distasteful, while the encounter 

itself gave me a measure of satisfaction. It was 
satisfying because I have been growing weary of the 
“nice guy" image that I seem to be acquiring wherever 
I go and here was a guy who really disliked me and 
was telling me about it. I found that I was able to 
listen to his bullshit, dismiss it for what it was, 
retain my self-image, and go on living perfectly 
happy with the knowledge that somebody out there 
finds the very sight of me repulsive to him. 


Another man, who was viewed by the group as using his “silver tongue 
as a way of keeping others at a distance, disclosed: 


-++l admitted that for one of the few times in my 

life I was finding it difficult to speak--because 

in my struggles since yesterday I have learned that 

I use words to close off others from communicating 
their feelings to me...(use of words and other devices 
as a way of running away from the pain of others and 
my own true feelings). The group cheered and applauded. 
That was a great moment because the applause was not 
for the veneer/mask of me. It was for the REAL ME!! 
(Actually, I should have applauded the group p for 
helping me to become more real). 


"Seeing one's self in others" enabled some members to begin to "let 


down the guard" and identify with the group. As one woman revealed: 


-+-yet I couldn't comprehend or feel the impact 

of this (confrontation) until I saw myself in J. 

In J. I could see my difficulty in trusting people, 
my, therefore, seeing the group as a game, my need 

to comprehend, and reject what I couldn't compre- 
hend, my need to be in control and imply conditions... 
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-+-Crying over myself as J. held the mirror 
(she means his actual behavior) helped me 
resolve the incomplete, dissatisfied feeling 
I had; of being disgusted with myself for 
being a coward and a cop-out, for not having 
the courage to face myself. It helped me 
resolve the creeping feeling of anxiety within 
me, the sinking feeling in my stomach, the 
feeling of physically being ill. I faced me 


Another woman reported her reactions to the same interaction: 


One incident during the T-group meeting seemed 
especially important to me. This occurred 
between J. and S. after they had been charac- 
terized as among the more inept members at 
communication of feeling. S. was crying in a 
crouched, almost fetal position. J. sitting 

next to her reached out to comfort her. The 
awkward hesitancy of this gesture was most expres- 
sive and deeply moving. 


An older professional nurse disclosed how the program had made her 
aware of diSparities between her professional and personal identities. 
She said: 


It was walking to lunch with R. that I saw myself 

as having two very different personalities--one 

for the work world, and one for my social life; 

the one dull, cold, hesitant, tense, holding-back, 
non-communicative; the other warm, interesting, 
creative, tender, yakking and relaxed. What bothers 
me most is that I'm loosing the second one as time 
goes by, and am becoming stodgy and boring. Discus- 
sion following the replay of the AV (audiovisual) 
tape brought things to a head for me and I (first 
time) allowed the group to help me...I've much to 
assimilate, but things have got to change for me 

and I intend to put together some new approaches 

so things will change--for me and the people I 
interact with. 


When individuals are able to bring patterns of behavior to a 
conscious level, questions can then be asked and alternatives considered. 


This is reflected in the following accounts. 


Integrity is the priceless ingredient for which 

I had been searching--and, although I am in the 
integrity business, or maybe because that's my 
business, integrity seems to have eluded me when 
I've most needed it. So as I shared with the group 
on Thursday, I've begun to learn how to feel. I'm 
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moving, I like myself, changes are coming, I'm 
frightened. I have been using up so much emotional 
energy in the deceptive process, it seems such a 
waste... ...I am flooded with deep feeling for the 
group, the staff, myself. It (the ongoing scene) also 
put me in touch with my inability to choose to 
leave a situation, or to be angry or to do any 
number of things. When, in fact, these choices are 
available to me. It's really kind of neat to become 
aware of these choices. My system is beginning 

to open up more. 


It seems appropriate to conclude this section of the report by 
quoting the final entry in one young nurse's diary: 


As the end of the course is almost here, I've 

been trying to pull some of the things together. 
It's hard to believe that three months have passed. 
I realize that it has passed but it's hard to say 
good-by. I realize that I must take what I've learned 
here and continue to build on it. Some of the major 
things that I think I've learned during the past 
months are: 

1. I've regained the faith I once had but lost, in 
myself. I was beginning to feel helpless in more 
and more situations. I suppose that I haven't 
completely lost some of that but I am aware of it 
and can continue to work at preventing it from 
ruling me. | 
2. I've regained a faith in people that I've been 
trying desperately to hang on to. It has had great 
meaning for me to meet warm, friendly and helpful 
people. I was beginning to feel that all people 
pushed, shoved, knocked each other down and just 
didn't give a dam about anyone other than themselves. 
I really didn't want to believe that but everything 
seemed to be pointing in that direction. 

3. I've learned what it's like to relate to women 
in other than a superficial way. Women always 
turned me off, in general, because they seemed so 
irrational and catty. So in the past I had formed 
few close relationships with them. I've learned 
that there is a special kind of meaning and satis- 
faction obtainable from this kind of relation. In 

a way I feel like I've gained many sisters. 

4. I had felt that one either had to be strong or 
weak. Most of the people I knew seemed to be either 
too weak to stand up or so strong that they didn't 
need anyone. I guess I leaned more toward the 
strong side. As a result I never asked anyone for 
help. I feel that I've learned that to ask for help 
doesn't mean that you're weak and that it can be 
good to be able to ask for help. I feel that I've 
learned to be able to ask for help and I believe 
that I will be able to do so in the future. 

5. I've begun to give myself credit for having effect 
on people. Many times I've never even considered the 
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possibility unless I had done some obvious helpful 
thing. These are just a few that I am able to 
verbalize. I'm sure I'll see more things as I move 
away from this experience to the many more awaiting 
me. Thank you for helping me to recognize the tools 
that I do have available. 


INTERVIEWS 


Because of the orientation that values the system approach, and 
because of the relevance of one system rule i.e., a change in one 
part of the system affects all other parts of the system, follow-up 
interviews were conducted not only with course graduates, but also 


with spouses and professional colleagues. 


Program Participants 
In addition to the information contributed by trainees during the 


course of the program, some participants were also asked for their 
retrospective comments during a follow-up interview. The following 
excerpts again highlight the diversity and complexity of individual 
experiences. 

For some trainees the most significant growth occurred in the area 
of emotional learning rather than cognitive learning. 


«++eThe value of the class for me was that it 
was emotional learning--not just a head trip. 
And now two years later the learning is still 
with me and is useful. 


I am now three years married and feel very much 
that we have a strong good marriage. I consider 
that an achievement since I was very lonely and 
walled off from living before the CHS experience. 

I saw myself as a "mouse" with many strong feelings, 
particularly anger, not really feeling close to any 
one and not knowing what to do about it. I feel 
more able to extend myself to others in a real way. 
I feel warm with others, and can show warmth. 
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I learned that I had to look carefully into my 

own needs and meet them in order to help others 

meet theirs. I see more clearly that there is a 
middle road about following feelings in that feelings 
have to be tempered with reason. 


I'm not the same person I was before CHS, and even 
though I have not let my hair grow long or even 
longer, I feel different and behave differently 
also. And I feel it's better. Others tell me so 
too. In addition, other people have more compe- 
tencies than they had previously. Remarkable! 


For other trainees developing an awareness of the freedom of choice 
led to an increased feeling of competence as well as a greater willingness 


to take risks. 


Through CHS I became aware of how optional misery 

can be. I did not expect all that pain, all that 
candor, all that caring by the group and the staff 
despite my arrogance, egocentricity and garrulousness. 
Because of the candor, caring and pain, I am finding 
it possible to change parts of myself that I don't 
like. 


Every day I realize how changed my life is! The 
whole frame of reference is different. Rather than 
doing what I think is the expected thing I can 
‘choose to act in a way that fits for me and makes 
sense to me. This was a whole new way of living 
that I learned at MRI. My family and students res- 
pond in a more honest way because they are freer “ 
to use the same rule. I take risks and when things 
don't work I know it isn't the end of the world. 

I can try again in a different way. 
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I am more sure of myself, 

More fond of myself, 

More myself! 

Learning about and perMjigsion to choose alternatives 

I didn't even realize existed opened up an entire world 
for me. 

I have found that I am more self-confident and thus more 
willing to take risks than before. 


By far, the most frequently mentioned change that was valued was 


increased self-confidence. 


I have more of an outreach towards others that was 
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not there before. I am more able to take a 


definite stand on opinions and beliefs with 
determination. I don't feel such a great need 

to be praised for things that I accomplish but % 
am more satisfied that the work was accomplished. 


I have a better sense of self, a stronger ability 
to assert myself, the ability to meet strong 
authority figures with a sense of equal worth. 
More insight into my defense mechanisms. 


For the first time in my life I feel I'm a partic- 
ipant in life because I'm me. I don't hide behind 
the fact that "I'm just a nurse". For the first 
time I feel like an adult among adults, not a 
child in a group of grown folks. I can even use 
my Ph.D. when appropriate and feel good about it. 


I have come more and more to rely on myself, to 
trust my feelings and perceptions, to act on 
them, and to learn from the consequences rather 
than judge myself. This puts me in the driver's 
seat in my life. I find I am developing more 
realistic relationships based on what I see and 
hear rather than on how I wish it were. 


I am learning to be what I am and less what other 

people expect me to be. If these two coincide, it's 

a bonus. If not, I am learning to live with it. 

The experience of one individual was unique in that she was 

facing retirement with mixed feelings after a successful and brilliant 
career in the academic world. One of her personal goals in taking the 
course was to awaken herself to the reality of her years and the oppor- 
tunities that life held for her. Exposure to different disciplines 
during the class itself, different age groups, points of view, orientations, 


ethnic backgrounds, proved useful to her in broadening her outlook and 


possibilities for herself. Although she is moving into retirement, 


that is not the most apt description of her. She is moving into another 
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phase of living and securely reaching for its consequences. She is 


finding her area of interest, is moving out into the community with 
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more personal involvment (not talking about but doing). CHS 
experiences broadened her outlook, made her aware of more choices, 
For some trainees, despite individual counseling, the CHS 
experience contained elements of regret or disappointment. e 


For me the course was about nine months too short. 
I was not able to assimilate the experience at 
the time. I needed more time. 


I learned how difficult it is to change one's 
self let alone a group! 


I expected to have some kind of almost magical 
transformation into an “all loving, free spirit" 
--and that did not happen. 


The course came at a time when my life was in 
considerable turmoil. So much of my attention 
and energy was required in dealing with my own 
problems that I didn't have much left to invest 
elswhere. I feel cheated and wish I might have 
another opportunity to take it as I feel at a 
different time in my life I could have made much 
more use of it. I would like to take the course 
again, ‘Starting where I left off. I think I could 
get a great deal more out of it. I was so walled 
off and fearful, I wasted so much time ~~ 
to trust. 


One important goal of the CHS experience was to foster the inte- 
/gration of the learning in order to enhance professional effectiveness. 


The following comments from trainees reflect the impact of the program 


on their professional roles: 


Professionally I feel very satisfied and successful. 

Probably the greatest change in my actions and atti- 

tudes directly related to my CHS experience are in 

my ability to show warmth to the clients and staff 

in the program. It feels great! I organized a 

national consultant firm with four other professionals. 
o, At the very least the effect of starting something 

unique is exciting and fun! The studies in systems 

and communication are useful daily. The group 

experience helped me free some personal hangups. 
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After attending CHS I analyzed my work system 
and my own needs and likes. I found that I had 
the best job in the department for me. At this 
point I am not interested in any “higher" admin- 
istrative job in the department. I'd rather use 
my energy in developing my present one. 


I have been through a period of uncertainty and 

political conflict in my job. I have felt 

unfair tactics were being used. Through it I . 
am finding out what I believe, my strengths, 

and that I am a worthwhile person and cannot 

be destroyed. I feel congruent! 


I have a new job in teaching and find I am more 
involved with communication than physiology. It 
is a completely new program so I can put my ideas 
into the system which I am doing with much success. 
I am happy teaching. I didn't always feel this 
way. 


I feel I am a much freer person and am not afraid 

to experience the rough times as well as the good. 

I feel I'm not locked into a particular kind of 
behavior system and can try out new ways and 

not feel guilty. I am more confident in my ability 
but more important, I feel I have learned to be 
patient and thus gleaned understanding about situ- 
ations and systems. I have been involved in a systems 
change and thus witnessed the principle that a system 
must change to accomodate new parts. With support 
from MRI staff and my husband I have been able to 
stand on what I believe in. Results have been | 

that the mental health department of this county 

is being reorganized and nursing is becoming a 
recognized discipline within the department. 


Learning a new approach (systems) and family theory 


. and the opportunity to practice in my field placement 


were all most valuable in my professional growth. 

This experience was largely responsible for my shift 
into the community mental health aspect of psychiatric 
nursing and most useful in developing a new program 

as part of my teaching role. I believe systems theory 
should be used throughout nursing curriculum. 
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I'm more aware, mature, and self-confident in 
all aspects of my life. I interact in a more 
effective way. Students comment to me that they 
appreciate my approach to them, and co-workers 
who are not frightened of open trust and honesty 
regard me highly. Some of the "old guard" are 
really threatened by me. 


I think living through the field placement which 
provided me external expectations, the knowledge 
that I don't have to have as much structure as 

I though I needed, has freed me to be more creative 
professionally. 


I feel good about my professional life. For the 
first time in my life, I feel I have some power 
professionally. I feel a reasonable degree of 
competency in my professional performance. I 
like my job very much as opposed to the stifled 
feeling I experienced in my previous one. 


I have become more assertive. I have something 
important to contribute. I look at the dynamics 
of the system, evaluate where I can best plug in. 
I am becoming more aware of the emotional needs 
of colleagues, I am not as critical and fault- 
finding. 


When I left MRI I made a committment to be more 
selective in the kind of activities that I would 
participate in and to use my expertise in the areas 
where I could perhaps bring about changes that 
would improve the quality of life for larger 
numbers of people. At the same time I have been 
willing to help individuals and families who are 
having difficulties. 


When I entered the CHS program I was very negative 
about nursing. Now I intend to remain in nursing 
as I see many opportunities to use my skills that 
I was not aware of before. 


How much more satisfaction I find in my work and 
interpersonal relations as 4 result of my time at MRI! 
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I feel so much better about myself and freer to 
function as me. You wouldn't believe how much 
more direct I am with conferees, staff on all 
levels, and patients. 


I am pleased with my own performance and competence 
--this is a new experience for me! 


Except for my MRI experience and learning, I'd 

be too paralyzed to even think of taking on a 
teaching position, let alone developing the whole 
dam curriculum as the course is being taught yet! 
But I'm relatively calm and self-confident. I still 
can't analyze or even imagine what it was that 
helped me to change and to feel better about myself 
and my abilities, but those gains, whatever they 
were and however they happened, are still with me 
and growth still goes on. I was made to feel that 
I am good, that I am important to myself and to 
others, and that I have important things to do. 

I am limited only by limitations I put on myself. 


That which I was doing “undercover"--working on 
the research wnit--I am now doing with. official 
sanction. I have managed to make a change in an 
incredible bureaucratic systen. 


I have come more and more to rely on myself since CHS 
--to trust my feelings and perceptions--to act on 
them and to learn from the consequences rather than 
to judge myself. This puts me in the driver's seat 
in my life. I find I am developing more realistic 
relationships based on what I see and hear rather 
than on how I wish it were. 


I think the MRI experience has done more for me 
as a person than any other single experience I 
can recall--it has helped me to see myself in a 
ae better light, as being attractive, truly having 
a lot going for me. At the same time I am well 
aware of my hangups, and short-comings, I find 
a I can be more open with expressions of reactions, 
ideas, feelings without wondering how others are 
going to react to my opinion or stance. 
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lt have just gone through a hectic year 


reorganization, staff changes, anxiety. I felt 

I started the year with a new bag of tools, after 
the CHS program. I was able to sort out some of 
what was happening and deal with it in a less 
threatened way. I felt useful in helping others 
make sense of it. I find I feel different about 
people and relate in a more direct way, with both 
st ts and faculty, more accepting and I feel 
more accepted. 


My field experience broadened my frame of reference 
to include nurses as change agents outside of the 
hospital. 

Some participants returned to stress situations they had not antici- 
pated: systems too rigid to tolerate new information and ideas or 
systems where power struggles developed in the name of progress. 

The outcome for some was termination of the job, for others, 
termination of significant personal relationships. In each of these 
instances, however, there remains a glimmer of success for the individuals 
have emerged from these experiences with some new, useful knowledge of 
themselves and themselves in relation to the system. 

It is, perhaps, impossible to measure precisely the ramifications 
of the CHS experience; life is after all an endless process of education. 
It is possible, however, to mark the CHS experience as a catalyst which 
fosters this educational process and moves the individual into a more 
meaningful awareness of life which allows him to see the possibilities 
for change not only in himself but in family and community systems as 
well. That this momentum has allowed the participants better to 
understand the niches of the systems in which they function, that it 
has allowed them to witness the heights and depths of communication and 


reflect upon a procedure for improvement, this is truly a measurement 


of human growth. 
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Most spouses contacted were eager to be interviewed and to 


euprece -thadé personal impressions; most viewed the CHS experience 

as far-reaching and stiussiad not only their mates but themselves as 
well. Questions, fear, and anxieties were often present; for some 

there was a mystery about ‘what went on at MRI". This subtle fear is, 
perhaps most explicit in one wife's impressions of her husband's response 
to the course: 


After two days at MRI each week, A. came home different 
--serene, more at peace, “someplace else", quiet 

and thoughtful. I couldn't understand what it was 
about and his explanations didn't dissipate my 
fantasies or relieve my anxiety. I liked the changes 

I saw and felt in him and our relationship, but 

I felt he might be moving away from me and I might 

lose him, and it was frightening. 


_ However, after a visit to MRI in which she could voice her concerns, 


meet and talk with staff, and receive some direct feedback which acknow- 


_ledged the importance of her own role in her husband's growth process, 


she too felt the energy which had inspired her husband. And it became 
most gratifying for her as well because “now what A. was involved 
in has realness for me too". 

That this involvement did not have the same measure of reality 
for all the spouses was apparent in one area of major concern -- the 
twenty-four hour marathon. The same intensity that was felt by A.'s 
wife was dramatically projected in varied reponses (some resentful, 
sittin enthusiastic), all of which stemmed from the mysterious quality 
of the marathon -- the unknown force that it possessed, its potential 
to foster change. 

I resented her going to the marathon because I 
was afraid of what might happen. She had a hard 


time getting herself together afterwards and I 
wondered if it was worth it. It bothers me. 


The marathon was a high point for B. He seemed 
like a different person when he came home and has 


continued to be more open, thoughtful and loving. 
Our marriage is stronger, happier; we feel 
closer. I didn't know that was possible. 

Because of his experience I have participated 

in a weekend growth experience and feel positive 
about it. I wanted a similar experience for my- 
self if possible. 


My wife 1l expressed (two°years later) that 
the marathon w ul and traumatic and 
questions its value. However, I see changes in 
her that I value (less shy and mousey, more 
womanly, surer of herself) stemming from that 
experience and that pain. 


One wife comments in general: 


I can see changes in C. He has become more 
sensitive, more sharing, we have a different 
feeling in our family. He is happier in his 
work. I am jealous. I wish I could have a 
similar experience for me. 


Another: 
I hated to see the course end. D. was so excited s 
and together when he'd come home. He was so much a, 


more open about sharing his thoughts with me 

and what was happening. I find this is still 

continuing a year later, and our marriage is 

stronger. I feel our family is more important 
‘ in his life. 


The follow-up interview nee ramifications beyond information 
gathering and, perhaps, these consequences most dramatically illustrate 
the course's aftantieninn. By asking the spouses for opinions, they 
too became directly involved in the program; they sensed the importance 
of their own role and in some cases their own individuality for the 
first time. One instance of such a revelation is graphically drawn 
by the following comments: 

I feel so left out of E.'s professional life which 
is almost all of his life. I'm proud of him but 


Pe I resent being so separate and I don't know how to 
change the situation. 


This disclosure opened the door for exploring communication 


- 
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patterns and possible options. Later she reported: 
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I'm not sure just how it is happening, but some- 
thing is different and I'm not feeling left out 
anymore. I feel more a part of our total life. 


In other cases it is the participant's own development which 
fosters this growth in the spouse: 

A difference I notice in T. is one of hearing. 

He listens to others and he can hear feedback 

about himself. He doesn't always have to dominate, 
can share the limelight or even sit back. He 

just seems more comfortable with himself, doesn't 
seem to ask for constant reassurance. It hadn't 
really occurred to me until just now when we are 
talking about change in T., but I've changed too! 


I feel freer, calmer, and happier. I'm not aware 
of when or how this is happening. 


Work Supervisors and Co-Workers 

When interviewing the work supervisors of the participants, the 
intensity of emotion which the spouses felt (the joy, the resentment, 
the general concern) seemed to be replaced by more objective responses; 
what was fear, enthusiasm or insecurity for the spouses became approval 
or questioning with the supervisor's analysis; what was felt to be a 
personal transformation by the spouses, the supervisors saw as an 


essential unwillingness to be satisfied with the status quo and risk 


change for increased performance and satisfactions. 


The director of a university counseling department comments: - 


I see M. approaching a new assignment with enthusiasm, 
optimism, strength, and enjoyment. I couldn't see 
this happening six months ago. From my previous 
association with him he would have been somewhat 
fearful, nonassertive, apologetic, and hesitant 

to try a new role. He is less tyrannized by the 
demands and needs of others, more confétent with 
himself and accepting of others. 


The director of nurses in a general hospital reports: 


L. has had a promotion since she took the CHS course, 
now is head nurse in a psychiatric wit. I see her 
as a "stronger" person. She is more involved in the 
total system. She takes responsibility for herself, 
decision making, policies. She can risk being 
unpopular. 
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A mental health system in San Francisco gave two clinical specialists 
release time to take the course. Comments of the Director: 


X. needed help in her relationships. Something stood 
in the way of her effectiveness. Y. needed help in 
learning to recognize her strengths. Since the 

CHS course X. has become warmer, less defensive, 
more human. Her effectiveness with patients and 
staff has increased noticeably. She is becoming 

a teacher who can teach. Y. is talking more 
clearly, can be heard, functions with more strength. 
The released time was more than justified for both 
in their increased involvement and performance. 

I would like to have participated in your program 
myself. 


The supervisor of a young nurse with a special interest in pediatrics 
in a mental health center in the midwest reports: 


Z. came back from her three months in California 
changed in various ways. She looks better! Her 
physical appearance has improved, she seems more 
aware of the impact of her total being. I had 
always been aware of her creative potential but 
she has become aware of it to the extent we 

find it sometimes difficult to keep up with her 
ideas and program development. At times she is “ 
overwhelming-in her energy, enthusiasm and 
accomplishments. Examples: 

1. Developed program and is teaching staff of 
obstetrical department in a general hospital 
placing emphasis on total family rather than 
birth procedure. 

2. Working with school of nursing to incorporate 
above principles into obstetrical curriculum. 

3. Developed and demonstrated a program for 
working with young unwed mothers -- two ongoing 
pilot groups. 

4. Participates in TV and radio shows dealing 
with problems of children, teenagers, and parents. 
5. Is participating with staff development at 
state hospital. 

6. Is available for consultation for school, church, 
and civic groups dealing with problems of communication. 
7. Functions in ongoing therapy with individuals 
and families. In all she does she functions with 
personal warmth and good humor. She constantly has 
to struggle with setting realistic limits for 
herself as her services are in constant demand. 


Eighteen psychology trainees from the Veterans Administration Hospital 


participated in the program. The director of training for the V.A. 
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program expressed loss at the termination of "CHS. He reported that it 
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had a unique value because training in the university setting emphasizes 
the ideological and added that this program exposed trainees to a 
different kind of learning not available elsewhere: personal exploration, 
experiential learning with.the emphasis on the here and now with each 
individual becoming aware of his part in the outcome of interaction. He 
believed that for most participants this was a new approach and for most 
proved to be an enriching experience adding a dimension to their 
professional growth allowing them to “risk more flexibility". 

In a criminal justice system from which.fifteen employees participated, 
a supervisor reports that he has observed some individual change and a 
more cooperative attitude among particpants. However, he feels that 
had trainees been selected from more strategic postions in the system 
hierarchy the effect on the total system itself might have been more 
significant. He seemed to think that much individual effort for change 
was lost in the bureaucracy of the total system. Even so, using systems 
concepts and his own creativity the training officer is implementing a 
new approach to juvenile justice which could radically change the system. 

In a neighboring county, the director of a similar justice system 
reports that participants in the course have made a noticeable impact. 
He adds that individually the participants demonstrate an awareness 
of options and an ability to see goals more clearly and, then, to move 
to make them a reality with more candor. This has led to shifts both 
within the department and out of the department allowing more eileen 
and satisfaction in role performance. He reports more risk-taking in 
expressing dissatisfactions and moving toward change -- both personal 
and within the system. Finally he concludes that the participants in 
varying degrees have had an effect on the total staff by demonstrating 
more eneunees. more direct communication patterns, more personal regard 


for others. "From my observation both from a personal response and a 
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system response, the time released for this program has been much 


more than justified". 
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‘SUMMARY - PROGRAM OUTCOMES 


Chapters Four and Five have reported program outcomes relevant 
to the study “What are the effects on the self-concept of graduate 
health professionals of participation in an interdisciplinary group 


experience which focuses on communication and human systems theory?" 
GENERAL HYPOTHESES — 


1) Graduate health professionals will value an opportunity to 
participate in a supportive interdisciplinary group experience focusing 
on communication and human systems theory. 

This hypothesis was supported by the following information: 

a) During the course the attendance was excellent and the level of 

active participation was good. 

b) At the end of the course REQ scores dese above the mean for 

all six program components. 

c) Following the course, 88% of the evaluation questionnaires 

were completed and returned. 

2) Graduate health professionals who participate in a supportive 
interdisciplinary group experience which focuses on communication and 


human systems theory will demonstrate a changed self-concept on completion 


of training. 
This hypothesis was supported generally by the subjective, qualitative 


data gained from the diaries and follow-up interviews. 


SPECIFIC HYPOTHESES 


1) There is a positive relationship between participation in the CHS | 
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program and self-acceptance change scores. 


This hypothesis was supported since no Time 2 group mean score 

of "percent positive feeling about self" of the IOU fell below the 

Time 1 group mean score. 

2) There is a positive relationship between participation in the 
CHS program and increased self-esteem. 

This hypothesis was supported since all groups except Group 5 

showed an increased self-ideal self correlation at Time 2 testing 

that was significant at the <¢.05 level (Wilcoxon T). 

3) There is a positive relationship between self-acceptance change 
scores and other-acceptance change scores. | 
There were mixed findings for this hypothesis. The group mean 
on the Berger self-acceptance scale increased for each group at 
ime 2; however, the expected corresponding increase in Berger 

Other-Acceptance scores did not materialize. 

4) There is a positive relationship between increased self-esteem 
and increased self-actualization. 

This hypothesis was strongly supported since RAT Time 2 scores 

increased at the ¢.05 level for 8 of 10 groups despite the stability 

of the instrument reported in the literature. 

5) There is a positive relationship between increased self-esteem 
and increased professional self-acceptance. 

The use of the Semantic Differential did not support the hypothesis 

of consistent related change since only 21 of the 57 concept measures 


reached levels of significance. 


6) There is a positive relationship between increased self-esteem 


and increased occupational effectiveness. 


This hypothesis was generally supported by the feedback given by 
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colleagues and supervisors during follow-up interviews. 
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In addition, the expectation of an ordered increase in test scores 


over four administrations did materialize. Using the "L" test the 


change for post-grad Group I and Group II was significant at the 
€ .01 level. 
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CHAPTER SIX - THE POST-GRADUATE PROGRAM 


One of the more significant outcomes of the basic CHS program 


was the sovehenennlk ot the post-graduate sequence. 
PROGRAM DEVELOPMENT 


Based on staff observations, trainee self-reports, reports of 
significant others in the trainees’ work setting, and preliminary 
evaluation data, the majority of participants in the basic program had 
demonstrated increased personal and professional competence at the com- 
pletion of the CHS course. However, the question of the permanence of 
-this growth had yet to be answered. Also, after being back on the job 
for a period of time and testing out some new skills ont behaviors, several 
graduates began requesting additional training. Consequently, a question- 


naire was sent to all trainees who had completed the basic program by 


December, 1970, asking for a show of interest in a post-graduate workshop. 
It was hoped that enough graduates would be interested in | an advanced 
workshop so that one or two pilot groups could be offered. Data from 
these groups would then be available from which recommendations could 


be made for any further research or program development. Surprisingly, ° 


of the 130 questionnaires sent out, 98 replies were received which 
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included requests for follow-up workshops from 86 graduates, including 45 
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nurses, Having had a chance to put to use the knowledge and skills 
developed in the basic program, the trainees expressed a need for a more 
personalized and intensive advance learning experience. In response 
to the question regarding preference for primary content of the workshop 
the following votes were tallied: brief therapy - 52; family therapy - 46; 
group dynamics - 45; system laboratory - 41; lectures - 14; field trips - 
14, 

Utilizing the information from the questionnaires, a format was 
devised which was followed for two pilot sessions of post-graduate 
training (Appendix H). These intensive, eight week clinical programs 
were offered to CHS graduates from Groups 7 through 11 in order that 
matched data over time would be available. The evaluation packet included: 
1) Inventory of Uniqueness, 2) Remote Associates Test, 3) Berger 
Attitude Scales, and 4) Semantic Differential, all of which the trainees 
had completed on a pre-post basis during their earlier training. There- 
fore, at the end of the post-graduate program a series of four scores 
for each trainee on the 11 variables obtained from these instruments 
would be available. It was hypothesized that additional clinical training 
would reinforce the changes in Self and Professional Self-Concept brought 
about through the experience of the basic course. Therefore, an ordered 
increase in scores over the four administrations (i.e., pre and post 
basic course and pre and post post-graduate course) was expected. To 


test this hypothesis the "L" statistic (Page, 1963) was used. 


PROGRAM PARTICIPANTS 


The first post-graduate training program was scheduled from 


September 1, 1971, to November 19, 1971, and included 8 trainees; 6 


women who were nurses and two men, one a nurse and one a psychologist. 


Post-graduate Program II began on February 3, 1972, and ended March 31, 
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1972. There were ten trainees in this group, five of whom were women 
(all nurses) and five of whom were men -- one nurse, one psychologist 
and three probation officers. Table 12 contains additional demographic 
data on the two groups. 

In February, 1972, an attempt was also made to set up a control 
group for post-grad Group II, i.e., ten trainees who were matched for 
sex and original group and who were not going to be taking post-graduate 
training. Although packets of the evaluation instruments were sent to 
these trainees at times corresponding with the post-grad group testing, 
only 60% of the material was completed and returned and therefore did 


not constitute an adequate control. 
RESULTS: POST-GRADUATE GROUP I 


= All of the students who started the program completed the program 
and completed all of the evaluation instruments. Therefore, the N of 
eight remains constant. Table 13 illustrates the use of the "L" test 
(a significance test for linear ranks) to demonstrate the effectiveness 
of the evaluation package in measuring change over time, i.e., Tl, T2, 
T3, and T4. The "L" total of 302.5 is significant at the <.01 level, 
which verifies an ordered increase of group scores over the four 
administrations for all eleven variables. Also, looking at the scores 
for the individual instruments, trainees obtained a perfect ordered 
increase over time on three variables: Berger - Self-Acceptance Scale, 
Semantic Differential - Women; and Semantic Differential - Men. 

When the "L" test was used to evaluate the significance of each 

trainee's scores over time, from Time 1 to Time 4, on each instrument, 


the results shown in Figure 5 were obtained. 


The Wilcoxon T was also computed in order to compare trainee change 


scores between the Time 1 and Time 4 administration of each instrument. 
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TABLE 13 
Post Graduate Group I 


Comparison of Group Means Over Time Using the "L" Test 


7 7 
428. 
"L" Sum 19 23.5 33.5 34 
_xl_ 
"L" Subtotal 19 47.0 100.5 136 
"L" Total = 302.5 = 
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2.011 225 
4.05] 220 
4.101210 
2.10] 205 
n s}200 
n 8/195 
n s}190 


Fig. 5 Significance of Each Trainee's Scores Over Time Using the "L" Test 
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A significance level of .05 or less was reached by the Iventory 
of Uniqueness, the Remote ‘Associates Test, the Berger Self-Acceptance 
Scale, Semantic Differential-Self as Professional, and the Semantic 


Differential - Women. 
RESULTS - GRADUATE GROUP II 


All ten trainees in Group II completed all of the evaluation 
instruments with the following results. 

The calculations using the "L" test again showed an ordered increase 
in group mean scores over 4 testing times. Also, the trainees in post- 
grad Group II achieved a perfect ordered increase over time for 
two variables: the Remote Associates Test and the Semantic Differential - 
Profession. The results are shown in Table 14, 

The Wilcoxon "T" was also computed in order to compare trainee 
change scores between the Time 1 and Time 4 administration of each 
instrument. A significance level of .05 or less was reached by the 
Inventory of Uniqueness, the Remote Associates Test, and the Semantic 
Differential factors for self, self as a professional, profession and 


women. 
SUMMARY 


Eighteen CHS graduates (8 in Group I and 10 in Group II) received 
additional in-depth training. The data from both groups support the 


hypothesis that the post-graduate clinical program would reinforce the 


original CHS training. 
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TABLE 14 
Post Graduate Group II 


Comparison of Group Means Over Time Using the "L" Test 


"L" Rank-1 
2 

"L" Rank-2 
3 

"L" Rank-3 
4 

"L" Rank-4 


Instrument 
RAT 603 1 .697 ot 
Berger-Self 4.20 2 4.18 1 4.40 3.5 4.40 3.5 
Berger-Other 3.89 4 3.87 3 3.84 1 3.86 2 
SD-S/Prof 5.87 1 6.12 3 6.05 2 6.92 4 
SD-S/Sup 5.72 3 5.92 4 5.33 
SD-S/Pt 5.93 1 6.29 4 6.07 
SD-Prof 5.07 3 5.61 4 
SD-Women 5.29 1 5.92 3 5.84 2 6.00 4 
SD-Men 5.52 1 6.03 4 5.92 2.08 
"L" Sum 17 32 24.5 36.5 
_xl _xi_ 
"L" Subtotal 17 64 73.5 146.0 
"L" Total. = 300.5 P £.01 
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CHAPTER SEVEN - DISCUSSION 


This discussion of the study of a special interdisciplinary 
group experience for graduate health professionals will be divided 
into three parts. Section one will examine special issues as they 
relate to the program format, the program participants and the program 
outcomes; section two will suggest some possible sonetegatniiane of the 
data; and finally, section three will detail the conclusions and some 


recommendations for future consideration. 


ISSUES 


Program Format 
The unifying focus of the CHS experience was to develop an under- 


standing of system theory and of an individual's relationships to the 
various systems of which he is a member (Parsons, 1951; Baumgartel, 

1964). Sorrels and Ford (1960) have documented that in family systems 

as in other feedback systems, what effects one member effects all members. 
However, a seeming paradox of CHS was that the course was purposely 

set up to enable individuals to have a potential growth experience in 

a neutral setting (Duncan and Kempe, 1968) by removing them from their 
familiar groups and settings. Hence possible constraints on communication 


and behavior style resulting from role prescriptions of existing insti- 


tutional affiliations (i.e., office, family) were reduced. It was also 
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assumed that an individual would be more likely to “unfreeze” and 
practice new behavior in a "safe, new group" (Henle, 1962). 

In order to get a sense of how cognizant an applicant was of the 
complex interactions of these factors, several special questions were 
included in the screening interview. 

"With whom in your family have you discussed the possibility of 
being in this program?" “What are the rules in your family about 
the permissions people have to change?" "What communication styles do 
you have that can build bridges between your own experience and the 
members of your family?" “What does your family understand about such 
matters as privileged communications?" “What if you are preoccupied 
and fatigued at the end of a very involving day of the program, and 
are able only to say to your family, ‘I can't discuss this because it is 
privileged communication'?" 

Attempts that were made with the earliest groups to involve the 
spouses or significant others in a direct way (such as attendance for 
half-day sessions or oe invited to luncheon or dinner activities) 
seemed to raise more questions than they answered. These were soon 
discarded in favor of relying on the applicant to assume the responsibility 
of building and/or maintaining adequate channels. 

The concern for "neutrality" and separation from the work system was 
balanced by the question “how effective is a solo agent in bringing about 
system change (Bennis, 1966)?" Would two individuals having an exper- 
ience at the same time reinforce each other's behavior change? Would 
having a trainee-team-mate facilitate implementation of desirable program 
changes in the agency? It has been reported that individuals who partici- 
pated in successive CHS programs did join forces subsequently in their 


work settings. In later groups, the importance of identifying the kind 


of system as well as the relationship of the two people in the system 


‘ 
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emerged as important determining factors. Subsequently, several 
individuals from the same system did attend the program at the same 
time and did have successful personal and professional growth exper- 
iences. 

The evaluation aspect was another fundamental component of the 
program. However, a surprising number of trainees came to the course 
with a negative concept of testing and/or research. An attempt was 
made to counteract this feeling by giving the groups a detailed explanation 
of the evaluation design as well as feedback about specific outcomes 
(Mosel, 1964). Though a few members in each group continued to "gripe" 
about the evaluation tools, there was a high degree of dependability 
as far as completing and returning the material. In fact, for many, 
the end result seemed to be a positive experience regarding research. 
Also, at least a dozen trainees were later motivated to incorporate 
research components into their own agency setting. 

The complexity of the evaluation design itself (i.e., 175 trainees, 
142 follow-up questionnaires with 85 variables plus the basic evaluation 
packet with 12 program variables) prompted the choice of computer handling 
of the data. The capabilities of the Statistical Package for the Social 
Sciences at the time the data were analyzed were both adequate and limiting 
as so often is the situation (Nie et al, 1970). The program ability 
to produce frequency tabulations, percent calculations, ranked order, 
change scores and correlation measures was vital. However, though cross 
tabulations and Chi Square comparisons euneeneed trends, the ability to 


look at linked variables was restricted. 


Program Participants 
Of the 176 individuals who started training, 167 graduated from the 


program. Of the nine trainees who did not complete the course, five left 
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in the early weeks, four because of their inability to reconcile the 
pressures of work with the CHS program, and one because the program did 
not meet his expectations. One other trainee was asked to leave because 
of unprofessional conduct. Three individuals left in the latter weeks 
of the program due to experiencing unresolvable stress. It is significant 
to note that two of the individuals who did not complete the program | 
because of anxiety and stress had submitted misleading reference letters, 
i.e., they had asked a friend or family member to write a professional 
reference letter without identifying the personal connection. Four 
other trainees experienced acute anxiety and stress during the course 
of the program, but with additional support from staff members and/or 
outside counseling were able to complete the program on a growth trajectory. 

One other factor seems to be related to trainee drop out. In the 
early pilot groups, when the course was fot very well known, the people 
who applied appeared to be of the type who were willing to take a chance 
on a new kind of learning experience although most did not meet the 
stated educational requirement -- that is, a Masters or Doctoral degree. 
As that situation was turned around, the group stress profile also 
changed. It seemed that individuals with the higher level of academic 
preparation were in the midst of more personal and professional crises 
with the — that later groups became less stable than earlier groups. 

In addition to the 176 individuals who ultimately became trainees, 
another 153 women and 19 men applied to the program. Unfortunately, 
because of the desire to have heterogeneous groupings, many otherwise 
competent and qualified people were not accepted simply because someone 
else with similar qualifications applied first. However, several of the 
people who could not be placed in the program of their first choice were 


put on standby status or given priority for future courses, and ultimately 


did become trainees. Most inappropriate applicants were screened early 
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in the selection process. Only 13 applicants which reached the selection 


committee were rejected at that point. 


Program Outcomes 
System theory and family system theory also had relevance for the 


CHS program in relation to several staff crises. The initial crisis 
resulted from the untimely death of a key staff member a few weeks 
after the beginning of the first pilot group. The nine trainees commented 
that they felt like kids who had lost a father, and indeed, the author 
often felt like the surviving spouse in a one parent family. Of necessity 
much of the focus of the group was on the matter of loss and death -- 
especially unexpected death (Caplan, 1961). Due to much hard work and 
the unlimited cooperation of the staff and students, the problem was 
eventually resolved. In fact, the “working-out" of the situation proved 
to be so much of a learning experience for all that one staff member 
remarked, "Maybe we should create a crisis for each group!" 
We were to be haunted by that remark when a year later a crucial 
difference of opinion occurred between another key staff member and MRI 
administration. This seemed to be based partly on a misunderstanding 
and partly on divergent philosophies. In any event, never was the axiom | 
“systems play follow the leader" (Sorrells and Ford, 1969) more clearly | 
demonstrated. The project lost another leader, members of the staff /7 
lost respect for each other and the trainees lost faith in both the staff .- 
and the program. What developed was an experience of “cognitive dissonance” 
(Festinger, 1957). The discrepancy that caused the stress existed between : 


the system model that had been presented in seminar and the CHS system 


that was observed in action. 


Even though efforts were again directed toward using the reality 
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situation as a growth experience, it is sobering to note how this incident 
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is reflected in the evaluation data for Group 4. Whereas Group 3 has 
the highest overall mean score on the Retrospective Evaluation Question- 
naire (9.82) of any in Groups 3 - 12, the Group 4 Score plummeted to 
an all-time low (7.86). In addition, a very deep sense of disappointment 
was apparent in the remarks members of this group made three years later 
on their follow-up questionnaires. 

The other significant crisis occurred during the last months of 
the basic training program and centered around the questions of the place 
of group dynamics in the course and the appropriate style for group 
leaders (Cartwright and Zander, 1968). Again, this controversy was 
reflected in the evaluation data. The Group 11 mean score for the REQ 


is the second lowest of all groups (8.46). 


INTERPRETATIONS 


One unique finding is that both Group 7 and Group 8 achieved mean 


change scores at levels of significance for six of the seven Semantic 


Differential concepts (Table 8). Groups 7 and 8 are also unique in that 
they were both double-section groups. However, if Semantic Differential 
positive change is related to group size (18 trainees in Group 7 and 

20 trainees in Group 8) one would expect to find the same results for 
Group 6 (20 trainees), the only other double-section group. In fact, 
none of the Group 6 change scores for the seven concepts reached a level 
of significance. However, examination of Table 8 does reveal that all 
significant change scores on the Semantic Differential do cluster among 
Groups 7 through 12, with no scores of significance attributed to Groups 
4, 5, or 6. This spread may indicate that Semantic Differential concepts 
are influenced as much by program variables as by participant variables. 


Groups 8 and 12 were the only two groups whose change scores on the 
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RAT did not reach a level of significance according to the Wilcoxon 

T test (Table 8). However, both did show an increase of Time 2 

mean over Time 1 mean (Figure 3). Examination of Figure 3 also reveals 
that Group 12 had the highest group mean of any trainee group at Time 

1 testing, while Group 8 had the second highest Time 1 mean score. 

It does appear that the higher a group's pre-test score, the less likely 
the group is to achieve a change score of significance. Another factor 
that needs to be spelled out about Group 12 is that this was the only 
summer group. Hence, the lapsed time between Time 1 and Time 2 was 

4 weeks compared to 11 weeks for all other groups. 

Because of the quantity of information that was available, it was 
decided to analyze data collectively. Therefore, group change scores 
were compared. Using this measure the expected correlation between 
the Berger Self-Acceptance Scale and the Berger Other-Acceptance Scale 
did not materialize (Figure 4). However, when frequency measures of 
individual scores when compared using the Chi Square, a correlation of 
<.05 was reached. This would suggest the advantage (if time, money 
and computer capabilities allow) of working with individual scores. 

The cross cabulation and Chi Square comparisons also indicated that 
nurses were significantly more changed than other professionals as reported 
by themselves and also as rated by staff. Nurses and women also report 
greater improvement in work relationships than other professionals or men. 
Does this indicate that more nurses tended to be "“underacheivers" before 
enrolling in the program? Or was there something about the program that 
tended to enhance the nurses’ learning experiences? 


“ All of the foregoing discussion might be summarized by the question, 


“What are the structural conditions that tie to the degree of growth 


attained by each individual or each group?" Most of the available CHS 
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information has to do with trainee variables. It now appears that matters 
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such as staff variables and program variables are equally important. 
CONCLUSIONS 


Team work is a eunteat component of today's health care system, 
and will become an even more critical element in the near future when 
the promise of enactment of programs of national health insurance becomes 
reality. But functioning as a productive team member is dependent on an 
adequate sense of self and a readiness to accept others, and frequently 
health professionals (and especially nurses) operate from a low self- 
esteem stance. However, the Communications and Human Systems program 
has demonstrated that a modification of self-concept can occur in an 
intensive interdisciplinary group laboratory which provides 1) an 
opportunity to acquire new information and skills that are valued and 
2) an opportunity to modify attitudes and perceptions through a group 
experience with significant others. | 

Utilization in training of a feedback system can move the individual 
beyond self and beyond profession to a position of maximum growth (Figure 
6). In the input phase the individual is able to gather information from 


multiple sources (i.e., seeing, hearing, sensing, feeling) and then sort 


‘and select items or behaviors that have relevance. These are then acted 


upon in the integration phase; that is, the individual is in the state 
of becoming. This process yields an outcome -- the state of being. 
However, being is continually measured against the environment (i.e., 


self/others/society/world). This evaluation, or measuring, produces 


data or information; and the cycle is then reactivated. 
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INPUT 
(Gathering) 
EVALUATION INTEGRATION 
(Comparing) | (Becoming) 
OUTCOME 
(Being) 


Fig. 6. Feedback growth model 


RELEVANCE FOR NURSING 


~ The experience of the CHS program as represented by the quantitative 
and qualitative data indicates that the majority of graduate nurses 
regardless of age, sex or specialty will use a structured interdisciplinary 
group laboratory as a growth experience. Nurses who have accepted 
subordinate roles because of organizational. conflicts and tensions, can 
become more responsible reciprocal team members. Nurses whose dissatis- 
faction with the medical model is programming them to become professional 
dropouts can discover new role opportunities which in turn leads to renewed 
pride. 

Since systems "play follow the leader", any positive change in the 

graduate nurses concept of herself and her attitude about her job or 


organization will have a “ripple effect". It will influence how other 


staff members or students feel about themselves and their relationships 
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with patients (or clients) and their families. 


SUGGESTIONS FOR FURTHER STUDY 


1. How do staff variables (as determined by pre and post testing 
and assessment of demographic characteristics) influence program outcomes? 
2. What are the relationships between particular program format 
variables (field work, video playback, T-group, etc.) and particular 
program outcomes? 

3. Could a CHS-like program be used as a personal and sootenstenel 
growth experience by para-professional trainees? 

4. In plotting a re-learning trajectory, what are the correlations 


of direction, distance and time? 
SUMMARY 


This case history presented an analysis of the outcomes of a training 
program designed to increase the effectiveness of nurses and other 
graduate health professionals in solving some of the health care problems 
presented by today's complex needs. Positive gains in self-esteem, self- 
actualization (creativity) and occupational effectiveness have been 
described. Factors possibly related to outcomes, relevance for nursing 


and suggestions for further study were also included. 
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3. 


6. 


FOOTNOTES 
Personal Communication, Dr. Helen Paulson, 1973. 
Communication and Human Systems was funded by 
Training Grant No. MH 1D829, The National Institute 
of Mental Health, Division of Manpower and Training 
Programs, Experimental and Special Training Branch. 
These figures refer to the number of hours in each 
session which was designed to coincide with the 
university quarter system. 
This scale was devised by Dr. Harris Clemes for the 
purpose of evaluating Family Therapy Trainees. 
Unpublished. 
A similar finding was obtained in response to 
filmed family interactions which were presented | 
to Family Therapy Trainees in an earlier study. 
The mean change score is consistently the mean of 
the differences in trainees’ scores from pre to 
post testing and not the difference of the group's 
mean scores. 
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Appendix A 
Group #7 
Wednesday. Thursday_ Friday. 
1) | 1? (A & B) 1/8 (A & B) 1/9 (A & B) 
Staff & Group 9:00 - 12:00 9:00 - 12:00 
Introductions 
T-Group Theory ° 
Video Evaluation 
R.N. Conference 1:00 = 4:00 1:00 - 4:00 
Communication Theory ‘Group Laboratory 
2) 1/14 (A) 1/15 (A & B) 1/16 (B) 
9:00 - 4:00 9:00 - 12:00 9:00 -4:00 
Family Theory Lab 
T-Group T-Group 
1:00 = 4:00 
Communication Theory 
Evaluation 
3) | 1/21 (A) 1/22. (A & B) 1/23 (B) 
9200 = 4:09 9:00 - 12:00 9:00 - 4300 
- Family Theory Lab 
Encounter 1:00 -4:00 Encounter . : 
(Bag lunch) Communication png (Bag lunch) 
Evaluation 
4)] 1/28 (a) 1/29 1/30 
Marathon Marathon 
5) | 2/4 2/5 (A & B) 
9:00 - 2:00 9:00 12:00 
Encounter (A) Family Theory Lab | 
(Bag Lunch) NO CLASS 
3:00 - 8:00 1:00 4:00 
Encounter (B) Theory 
(Bag lunch) 
6) | 2/11 (A) 2/12 (A & B) 2/13 (B) 


9:00 - 12:00 
Satir Video 
1:00 - 3:00 


Family Research 
Jackson Film 


9-12:00 
Theory Lab 
12:30 = Mid Evaluation 


1 - 4:00 Communication 
; Theory 


9:00 - Jackson Film 
12:30 
Family Research 


1:00 = 4:00 
Satir Video 


. 
. 
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Group #7 
7) | 2/18 (A) 2/19 (A & B) 2/20 (B) 
9:00 - 4:00 9:00 12:00 9:00 -4:00 
; Family Theory Lab 
Encounter 
1:00 -4°00 
Corssunication Theory 
8) | 2/25 (A) 2/26 (A & B) 2/27 ss CB) 
10:00 - 12:00 9:00 - 12:00 9:00 - 12:00 
Brief Therapy Family Theory Lab Systems Lab 
Lab 
1:00 - 4:0y 1:00 -4:00 | 1:00 - 3:00 
Systems Lab Communication Theory Brief Therapy | 
Lab. 
9)| 3/4 (A) 3/5 (A & B) 3/6 (B) 
10:00 - 12:00 9:00 - 12:00 9:00 - 12:00 
Brief Therapy Family Theory Lab Systems Lab 
Lab 
1:00 -3:30 1:00 -3:00 
1:00 - 4:00 
Systems Lab Systems Lab 
Evaluation 
10} 3/11 7 (A). 3/12 (A & B) 3/13 (B) 
10:00 - 12:00 9:00 - 2:00 9:00 - 12:00 
1:00 - 3:30 3:00 - 8:00 1:00 - 3:00 
Evaluation 
Evaluation 
3/18 (A) 3/19 (B) 3/20 (A&B) 
9:00 - 12:00 - 9:00 = 12:00 . 9:00 - 11:30 
Video Video Video Feedback 
12:00 - 3:30 12:00 = 3:30 11:30 - 1:00 
Encounter ‘ Encounter . Lunch - Group Tape 
. 1:00 -3:00 
Evaluation Evaluation 


3:00 GRADUATION 
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Group #9 . 
Thursday Friday Thursday 
| 
10/1 10/2 11/12 31/13 
700 - 1 : 
9 a 9:00 =-11:00 8:30 = "Getting it 9:00 = 1:00 
10:00 - Video Orientation Torether" Syst Lab 
1) 12:00 - Lunch Evaluation 
7 1:00 -4:00 11:00 - 12:30 ) 10:00 =-12:00 2:00 - 4:00 
Video Playback Systems Theory Brief Therapy Lab T-Croup 
Discussion 1:30 = 4:00 
—__Family Lab 
10/8 10/9 . 11/19 11/20 
9:00 - 12:00 9:00 = 11:00 
| 8:30 - "Endings & 9:00 - 1:00 
Communication System Theory " Systems Lab 
2) Theory 11:30 - Evaluation 
12:30 -3:30 12:00 -2:00 8) | 10;00.= 12:00 2:00 -4:60 
Family Lab Community Systems Brief Therapy Lab T-Group 
2:00 -4:00 
3:30 Evaluation T-Group 1:00 - 4:00 
Family Lab 
10/15 10/16 11/26 11/27 
9:00 - 12:00 9:00 - 12:00 ’ 
Communication Games THANKSGIVING 
3) 12:45 - Gro 
Discussion ) : 
1:00 -4:00 
2:00 -4:00 
: Family Lab T-Group 
10/22 10/23 12/3 12/4 
9:00 - 12:00 9:00 - 1:00 9:00 - 12:00 9:00 = 1:00 
Communication Multiple Systems Communication Theory Systems Lab 
Theory 
. 4) 1:00 - Family Research 
10) 2:00 4:00 
1:00 - 4:00 2:00 -4:00 T-Group 
Family Lab T-Group 
Evaluation 
10/29 10/30 12/10 12/11 
9:00 - Video 
9:00 - 12:00 9:00 = 11:30 9:00 Video Discussion 
Communication Satir Video & 11:30- Group Tape 
Theory Discussion 
5) 12:15 - Jackson Film |11)- , 1:00 - Evaluation 
Feedback 
1:00 = 4:00 2:00 = 4:00 3:30 - Evaluation ' 
Family Lab T-Group 3:00 - GRADUATION 
; 11/5 11/6 
8:30 - Field Talk 
10:00 - 12-00 * 
6) 


XUM 


Brief Therapy Lab 
4:00 Mid Evaluation 


Marathon 


| 
. 
e 4 


- 


yoeqpacg 
00:1 


adey 


“00:6 


9/8 


woyssnostq 
pus. 


00:6 


$/8 


. 


Adezoyy AT 
00:6 


7/8 


dnozp 
00:1 


OPPTA 
00:ZI=- 00:6 


€/8 


dnoz9 


00:ZT=- 00:6 
7/8 


_ dnorp 


qey 


- | 


qe1 
00:4- 00:1 


qe1 Adezayy 


O€:€- O€:T 


Adezouy At yweyz 


pue 


00:7= 00:T 


dno2z5 
00:%7- 00:T 


vot eo 


(¢ 


y 


Az 
dno29-] swe sts dno19-] pue 
dn 
dno1z9-] | sewey voy 
OC:ZI- 00:6 00:zt 00:6 WOTIPNTeAT - 00:6 - 00:6 
Sst/é 71/2 et/Z 


A 
| | 
4 


APPENDIX B 


Brochure 


135 
“Se, 
= 


136 


Appendix B 


ve 


PUP papue aq ase OyM 


spuadus 


we 


INAD 


000 
190 Ut 8991190 Gurus VON pue 
vone ays 401804 01 pouBrsap osye we bord sruy 


204 8/02 PU SwWaiSAS au 


20188199 6 pue 


SWALSAS 
NEWY ONINIVEL 


pue “sweBoig Gunnery, 
pue samoduty jO 


x 
pod 


AMOHHLL NO ASYNOD V 


A 


| 
3 
? 
== 4 
= 2 
i 
23333532 
22 . 


XUM 


zip code 


Please check your preferred mailing address 
Age Marital Status 


Social Security No. 


Place of Birth 


Date of Birth 


Spouse's Name: Age 
Work: 


Children’s ages: 


References: (from your two most recent work experiences) 


(The following item for nurse applicants) | 


Current Registration Number(s) State(s) 


Date of program for which you are applying 
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What do you expect to gain from this experience? 


How do you anticipate using what you gain 
from this experience? 


MENTAL RESEARCH INSTITUTE | 
555 Middlefield Road, Palo Alto, Calif. 94301 . 


| Application Card 
COMMUNICATION & HUMAN SYSTEMS PROGRAM 
Name Attach recent photo. 
Home Phone: ( ) 
area code 
Home Address: 
Work Phone:_( ) 
area code 
zip code 
Mo. Day Year 


APPENDIX C 


Consent and Release Forms 


XUM 


~ 


139 


Appendix C 


For Trainees 


CONSENT AND RELEASE 


Mental Research Institute 
555 Middlefield Road 


Palo Alto, California 94301 4 


THE UNDERSIGNED hereby voluntarily consents and permits personnel 
of MENTAL RESEARCH INSTITUTE, and its authorized agents to observe, 
record and reprocuce som? or all of the sessions in which I will parti- 
cipate and be involved. I am informed that the recordings may consist 
of audio tape, video tape, rotion picture, or other means of recording 
these sessions, and that they may be reproduced. I further understand 
that I may be requested from time to time to participate in various 
psychological tests. I hereby consent to such testing. 


I further consent to the use by the personnel of MENTAL RESEARCH 
INSTITUTE, its successors, assigns and duly authorized agents, of the 
observations, recordings and reproductions of the sessions in which I 
participate, and the psychological tests given to me, for the purpose 
of research, teaching, clinical reporting and invgstigation, professional 
investigation, publication in books or journal any other use 
associated with professional activities. 


I also acknowledge that I have been advised that it is the intention 
of MENTAL RESEARCH INSTITUTE to conduct as part of my training, some 
‘supervised field work and a group experienceg)aboratory to which I give 
my conscat and from which I release MENTAL RESEARCH INSTITUTE, or its 
successors, or assigns, and its employees, teachers or other agents, 
fron all liability whatsoever. 


.I give the foregoing consent upon the assurance that MENTAL RESEARCH 
, INSTITUTE, its personnel, agents, successors and assigns will use 
reasonizble to delete any references wnich will in any way identify 
the participants, but I acknowledge that it is impossible to assure me 
. completely that my identity will not be revecled. I release NENTAL 

RESEARCH INSTITUTE, its personnel, agents, successors or assigns, fron 
all liability and claim whatsoever with respect to any use of the sessions 
in which I participate and the psychological tests taken by me. 


Dated at Palo Alto, California, this --- day of 


WITNESS: 
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For Demonstration Families 


CONSENT AND RELEASE 


Mental Research Institute 
555 Middlefield Road 
- Palo Alto, California 93401 


THE UNDERSIGNED hereby voluntarily consent and permit personnel of 
MENTAL RESEARCH INSTITUTE and its authorized agents to observe, record, 
and reproduce some or all of the sessions in which we and the minor 
children whose nases are listed herein, will participate and be involved. 
We are informed that the recordings may consist of audio tape, video 
tape, motion picture, or other means of recording these sessions, and 
that they may be reproduced. We further understand that any of us may be ~ 
requested from time to time to participate in varlous psychological tests. 
We hereby consent to such testing. | 


We further consent to the use by the personnel of MENTAL RESEARCH 
INSTITUTE, its successors, assigns, and duly authorized agents, of the 
observations, recordings and reproductions of the sessions in which we 
participate, and the psychological tests given to us, for the purposes of 
research, teaching, clinical reporting and investigation, professional . 
investigation, publication in books or journals or any other use associated 
with professional activities. 


We give the foregoing consent upon the assurance that MENTAL RESEARCH 
INSTITUTE, its personnel, agents, successors and assigns will use reasonable - 
means to delete any references which will in any way identify the parti- 
cipants, but we acknowledse that it is impossible to assure us completely 
that our idently and that of our minor children will not be revealed. - We 
release MENTAL RESEARCH INSTITUTE, its personnel, agents, successors or 
assigns frem all liability and claim whatsoever with respect to any use of 
the sessions in which we participate and the psychological tests taken 
by us. 


Dated at Palo Alto, California, this day of . 


WITNESS: 


MINOR CHILDREN: 


| 
> 
»* 
Be 
4 
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GROUP EXPERIENCE LABORATORY-- A STATEMENT FOR GROUP MEMBERS 


A delineated, voluntary group<experience which attempts to bridge 
theory and practice through constructive interactions, will be provided as 

an integral part of the CHS training program. 


All people are blocked, at least in some wa from seeing new alterna- 
tives, from responding creatively to unusual and™ambiguous situations, and 
from feeling alive and involved, because they are locked into habitual ways 
of thinking and acting. These taught and drilled perspectives of the world 
allow for efficiency in a well routinized, scheduled setting, but may bind 
one to impotence whem the unexpected arrives. One goal of the group 
experience laboratory \is to examine and shake up these frameworks, allowing 
the person to contact hidden feelings, ideas, and reactions, and experience 
new ways of relating and using himself. This normally leads to his feeling . 
more free, spontaneous, \and alivéwe 


Another goal is to igcrease the person's awareness of his and others’ 
avoidances, manipulations and distortions. Along with this awareness can come 
a willingness to take risks of being direct, involved intensively in relation- 
ships, open to what one is feeling and to what the other person is really 
trying to communicate. 


Essentially, the aim is to increase one's honesty with oneself, to ex- 
pand one's own perceptions and to appreciate his and others’ uniqueness. When 
one gains deeper trust in broadened aspects of self, then it is easier to 
commit one's self to others, to. become aware of where the other person is at 
psychologically, and to act with integrity. 


TECHNIQUES 


Orientation with opportunity for free questioning by trainees as a group 
or individually, will be provided in advance. The explicit and implicit 
aspects of the contract between MRI, the project staff, and trainees in refer- 
ence to the group experiences will be delineated at this time. 


Since this is to be at all times a voluntary educational growth experience 
directed toward strengthening personal understanding and capacity to use one's 
self effectively in interpersonal relations, particular techniques will be 
chosen to accomplish these goals. Depending upon the characteristics of the 
‘individuals and the groups, any or all of the following techniques will be 
utilized. 


Phantasy explorations Sensory awareness 
Simulated situations Self-exploration through art media 
Focused interaction 
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CHS GROUP EXPERIENCE LABORATORY--A STATEMENT FOR GROUP MEMBERS 


A twenty-four hour group experience laboratory will be held either 
at MRI, or--with the approval of the MRI director--at an alternate site 
selected by the trainees. The setting will afford privacy, safety, 
inexpensive transportation, and all necessary conditions to ensure beta 
priate personal comfort. 


The leader is comeited in principle to the use of humane techniques 
that will support the individual in personal growth and will protect his 
personal and civil rights. This presupposes that the leader will maintain 
sensitive awarenss and leadership responsibility in optimizing individual 
and group potentials. He will avoid techniques that would test the limits. 
of, or cxceed, physical and psychological toldirance. Through his guidance 
and direction, the leader will at all times work to provide an environment 

ca of trust in which individual action and group ondiinenain*apen those that 
~ | might involve some discomfort or pain, will foster personal development. 


The leader will also provide opportunities for the trainces to be avare 
that they are responsible for their own behavior. Personal integrity comes 
from taking responsibility fot themselves, while sharing 1 it with their 
leader. ' 


In providing growth experiences, the leader will be aware also, of the 
importance of integration of the personal and group experiences with everyday 
life, and establish opportunities for trainees to make meaningful connectio:s, 
to “tie-up” loose ends and to secure follow-up counseling and assistance 
as desired anc needed. — 
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COMMUNICATION £ HUMAN SYSTEMS P 


Interview 


What is you name? 


What would you like to accomplish in this Communication & Human 
Systems Program: (a) Professionally? (b) Personally? 
What about yourself particularly suits you for this kind of learning 
experience? 


What is there about you that might stand in your way of using this" as ~ 
a growth experience? 


Give twq,or three examples of personal problems with which you are 
currently struggling, and ways you expect to deal with then. 

The Communication & Iluman Systems Program is a highly personal experience 
If any of your above problems becomes aggravated during the course, 

what do you think you night do? o* 


If you are married, why? 
If you are not married, why not? 
If you are or have been divorced, how did the divorce come about? 


Is your primary sex orientation toward (a) self, (b) the opposite sex, 
(c) the same sex, (d) none? 


Group process is a fundamental component of the Communication & Human 
Systems Program. What would be your response to (a) encounter groups? 
and (b) -group marathon? 


With whom in your family have you discussed your participation in the 
Communication & liuman Systems Program? What were the results of those 
discussions? 


What questions do you have? 


| 
| 
| 
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Suggestions for interpreting the interview so as to make your feed- 
back most valuable for our purposes. 


As a ground rule, people who say “nothing” in answer to #3 and #4 
and who have no questions (#11) are out. Our hunch is that a person‘who 
: Says "nothing" to #3 probably has too little self-esteem; a person who says 
: “nothing” to #4 is probably not sufficiently cbservant or doubtful about 
YX self and a person who says "none" to #11 probably won't give or get much 
feeddack. 


Further Guidelines 


We generally want: We generally do not want: 


a. People who can acknowledge a. Brittle, suspicious, compusive 
some areas of moderately pegple. 
low self-esteem. b. pdb ic under 25 (too little 


b. People who are upward stri- .experience in living), or over 
ving and moderately dis- 50 (too much investment in 


| satisfied. the “status quo".) With this 
~~ c. People who can recognize and age group, please try to assess 
acknowledge cxisting gaps the risk that a major depression 
in vheir experience. may be in the offing). 
d. People who are secking direct c. People who project an impression 
ways to grow. of having already reached highest 
e. People who can talk precisely, degrees of competence in profession 
succinctly, and directly or of life. ; 
can be taught to talk precise- d. People who deny and project a 
ly, succinctly and directly. great deal (infantile). 
f. People who can give feedback e. People who have tried out many 
(see above) “Do you have any different professional identities : 
questions?" and really are none. 
g- People who have some awareness f. People who have moved around 
’ that training may involve some almost continuously. 
, growing pains. g- People who resolve the self/other 
h. People who are curious and are dilemma in favor of self the 


open to new experience. majority of the time. 
People who dare us to teach them. 
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Quantitative Evaluation Instruments 
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PLEASE NOTE: 


Pages 148-174, Appendix F: 
"Remote Associates Test", 
not microfilmed at request 
of autor’ Available for 
consultation at the Library 
of the University of San 
Francisco Medical Center. 
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Demographic Data-Study Groups 
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“AGL | SEX , DiGRES SPECIALTiY RESIDENCE 
Al 28 F BS ,MS Psychiatric hursins Palo Alto 
A2 40 F BS Public Health # | Vallejo 
A3 41 F BS, M.ED. School health Los Altos 
AG F Diploma Psychiatric sSursing Washington 
A5 50 F Diploisa Nursing Service Portoia Valley 
S AS 25 M NA Group Psychology San Jose 
5 A7 25 M BA Theolozy Student Berkeley 
| as 33 M BA MBA, BD; Theolos Berkeley 
A9 35 M Ph.D. Psychology Palo Alto 
Bl 24 F BS Psychiatric Nursiag Los Altos 
b2 28 F BS Psychiatric Wursing Richmond 
B3 34 F BA Mental Health Nursing San Jese 
B4 34 F BS Nursing Research Paic Alto 
B5 34 F BS Public Hcalth Nursing Suanyvale 
, b6 35 F LS Public Health Kursing Mt. View 
40 F | BA,BS Psychiatric Nursing Menlo Park 
— 
Es BS 26 M BA. Group Psychology San Jose 
5 b9 32 M BA Penolosy San Jose 
& B10 34 M AA Business Administration Burlingane 
' Bll 35 M BA Penology San Matco 
B12 46 M Ph.D. Psychology Sunnyvale 
B13 59 MN | BA Industrial Training San Jose 
Cl 24 F BS, HS Psychiatric hursinge Palo Alto 
C2 30 F BS Nursing Education San Joze 
es C3 40 F LS Psychistic Sursing San Jose 
C4 41 F Diplowa Psychiatrie Nursing Palo Alco 
cS 54 F BA Psychiatric Nursing, Sen Francisco 
3 C6 60 F LS JHA Nursing Administration Palo Alto 
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AGE. SEX DUGRLE SP:.CLALTIY RESIDENCE _ 
Cc? 23 M KS, MA cand} Psychology an Jose 
32 M BA Psycholezgy an Jose 
c9 32 M BA Psychology lmont 
c1o 33 N BA B Educatioa alo Alto 
‘ & cll 35 M BA Penolozy alo Alto 
C12 45 | BA Penology | elront 
D1 35 F BS Nursins | alo Alto 
b2 50 F Diploma Nursing alo Alto 
D3 * 31 F BS, MS Psychiatric Nursing San Francisco 
D4 37 F BS School Nursing Redwood City 
DS 30 | BS, MS Psychiatric Nursing Hayward 
48 F BS, MS Psychiatric hursing lowa | 
D7. 27 F Diploma Psychiatric Nursing Los Altos 
& b8 36 H BA | Corrections San Jose 
DY 33 MN BA Sociology San Mateo 
8 b10 42 M Ed.D. Guidance & Counseling jPale Alto 
Dll 47 M MA, Phd(c). _ Psycholosy New York 
p12 46 M Law Enforcement Palo Alto 
D1L3 25 i MSW Social Work Palo Alto 
D14 31 M M.S. Juvenile Probation San Leandro | 
kl 47 F BS, MA Kicalth Education iMenlo Park 
E2 39 F BS, Community Mental Wealth [Michigan 
£3 31 F BS, MS Psychiatric Nursing San Rafael 
— E4 27 F BS, MS Psychiatric Kursing Kentucky 
ES 36 F BS, MS Counseliny; & Guidance Wisconsin 
‘ E6 26 F BS, M.ED Counseling & Guidance |Pennsylvenia | 
KE? 49 F | BS, HA Education. Palo Alto 
be L8& 33 MN BA Juvenile Probation San Jose 
E9 38 MN MS Seciolozy San Jose 
& | £10 25 GA, Ph.D} Clinical Pyschology | Son Francisco 
=| 29 MS Psychtlatry Palo Alto 
42 M BA Psycholory San Mateo 
: E13 33 M cs, Psychiatric hursing Alviso 
E14 31 M Cciuwlnolopy San Leandro 
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STUDENT ACE _| SEX Di.GREE SPEC LALITY | RESIDENCE _ 
Fl 46 ae M.A. Education iew York 
F2 23 F B.S.. Public Health Sursing aratoga 
F3 45 F M.S. Psych. Nursing alo Alto 
F4 62. F M.S. Pediatric Nursing an Jose 
FS 35 F M.P.H. Public Health Nursing linnesota 
F6 65 F M.A, Psych. Nursing an Francisco 
F? 48 F M.A. Nursirg anta Clara 
F8 39 F B.A. Psychology ew York 
F9 37 St M.A. Psych. Nursing an Jose 
F10 29 F B.S. Psych. Nursing an Jose 
Fll 25 MN Pn. D. (cand) | Psychology ennessec 
| Fl2 33 | MA. Drug Abuse San Francisco 
Fl3 30 M B.A. Probation Berkeley 
| F14 37 | B.A. Juvenile Probation Belmont 
44 M A.B. Adult Probation ‘ISan Mateo 
F16 26 M Ph.D. (cand) | Psychology Connecticut 
Fl? 40 M B.A. Probation San Jose 
F18 48 M M.D. Internal medicine, Pelo Alto 
allergies 
F19 45 M B.A. Community Ed. Orinda 
F20 33 M B.A. Juvenile Probation Son Jose 
Gl 29 F M.S. Psych. Kursing Indiana 
G2 25 F B.S. Nursing o Pennsylvania 
C3 29 s B.S. Nursing Education Sana Francisco 
G4 24 S B.S. Nursing Michigan 
cs 24 F M.S. Psych. Nursing Berkeley 
G6 37 F M.S. Nursing Education Son Francisco 
G7 55 F Public Health Nsg. Nevada City 
: cs 22 F B.S. Nursing Education New York 
| C9 43 F M.S. Pyych. Nursing Bakersficld 
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A 
SEX | DEGRLE. SPECIALTY RES LDENCE, 
C10 30 M A.A, Kursing San Jose 
Cll 35 M i B.A. Probation San Mateo 
C12 33 M 7 M.S. Probation San Jose 
Gl3 | 50 M Ph.D. Psycholosy Florida 
G14 25 M Ph.D. (C) Psychology Texas 
” | cis 29 M B.A, Probation Hayward 
G16 34 | B.A. Probation San Jose 
© 25 M Ph.D. (C) Psychology Tennessee 
G18 33 M Th.M. Probation San Mateo 
Hl BAS. brug Abuse San Jose 
2 42 ' M.S. ' Psych. Nursing San Jose 
43 ! | M.N. | Psych. Nursing Sar Francisco 
24 M.S. Child Psych. Nursing Palo Alto 
28 | B.S. Psych. hurstng 
6 29 M.Ed, Psych. Xursing Tennessee 
7 54 : M.A. Education Minnesota 
k8 46 M.A. Nursing id. San Jose - 
kis 43 Ph.D. (C) | Nursing Research Kew York 
10 32 M.S.N Psych. Nursing San Francisco 
41 M M.A. Education San Mateo 
47 M B.A, Probation San Mateo 
H1L3 | 43 M R.N. Psych. Nurcing San Francisco 
23 Ph.D. (C) Psychology Massachusetts 
H1S = M B.S. Probation Oakland 
H16 28 M Ph.D. (C) | Psychology Nebraska 
ul? | 31 M B.A. Probation San Jose 
118 an M Ph.D. (C) | Psychology Washington 
ul9 35 M . B.A. Probation San Jcse 
120 | 43) | M.A. Probation Saa Mateo 
= 
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Appendix G 
stunest | acs | sex | SPECIALITY. RESIDENCE. 
Il 23 F M.S. Psych. Nursing Palo Alto 
12 25 F M.S. Psych. Nursing Minnesota 
13 28 F M.S. Psych. Nursing San Jose 
14 51 F M.S. Psych. Nursing Moraga 
15 36 F M.h. Nursing 
16 43 F B.S. Nursing San Jose 
2} 17 36 M Pn.D. (C) Psychology Texas 
5 18 39 M A. Probation San Jose 
& 19 30 M M.A. Ministry New Mexico 
_} 110 35 M B.A. Probation Massachusetts | 
Ill 25 M Ph.D. (C) Psychology San Mateo 
112 38 M MSW : Probation Stockton 
113 34 M R.N. Psych. Nursing ~ 
Jl 46 F Ph.D. Epidemiology North Carolina 
J2 32 F Ph.D. (C) Psych. Nursing San Francisco 
J3 33 F M.S. Coma. Mental Hlth. San Jose 
J4 30 F M.S. Psych. Nursing San Francisco 
JS 43 F M.A. School Nursing New Jersey 
J6 47 F M.A. Maternal & Child Michigan 
J7 30 F M.A. Psych. Nursing San Francisco 
J8 39 M B.A. Probation San Mateo 
28 M Ph.D. (C) Psychology Nevada 
310 50 M $.W.C. Social Work San Matco 
Oj Jl 38 M B.S.N. Nursing Stockton 
J12 26 M M.A. (C) Guidance & Counseling San Francisco 
Ji3 46 M M.A. Education San Mateo 
J14 27 M Ph.D. (C) Psychology Illinois 
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Kl 34 F M.S. Nursing Ed. Los Altos 
K2 26 F M.S. Pediatric sg. Iowa 
K3 33 F M.S.N. Psych. Nursing San Diego 
K4 39 F M.Ed. Nursing Ed. North Carolina 
K5 39 F M.S. Nursing ; San Francisco 
kK6 23 F M.S. Psych. Nursing Menlo Park 
K7 26 F M.D. Psychiatry San Francisco 
35 F M.S. Psych. Nursing, South Cerolina 
K9 27 M B.A. _ Psychology San Mateo 
46 B.A. Probation San Mateo | 
Kll 34 M Ph.D. Psychology San Jose 
5 K12 38 M M.S. Theology Dublin 
K13 a M Dip.Ed. Psychology Australia Or 
K14 40 M M.A. Probation , Palo Alto 
Ll 48 F R.N, Abuse New Mexico 
L2 52 | F |. .M.Litt. Psych. Nursing Hawaii 
L3 32 F. M.S. Coin. Mental Health 
L4 35 | M.S. Psych. Nursing Colorado 
LS 34 F M.S. Psych. Nursingq Colorado 
L6 26 F M.S. Nursing ‘ Palo Alto. 
L7? 29 F M.S. Maternal/Child Nsg. 
a 
L8 55 M M.S.W. Soci a “Sen Mateo 
L9 29 M M.A. Psychclogy Canada 
L10 23 M M.A. Counseling Psych. | Palo Alto 
Lll 27 M Ph.D. (C) Psychology Arizona 
L12 s. | Rabbi San Mateo 
©} 113 43 M Ph.D. (C) Psychology Georgia. 
L14 35 M M.D. Psychiatry San Francisco 
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CiiS Post-Craduate Croup IZ 


Thursday Friday Friday . 
2/3 Secs. A&B 2/4 (A) (B) 3/10 (A) (B) 
12:30 - Therapy 9:00- Family Brief Therapy 
Introductions 12:30 Lab Lab 12:30 . Lab Lab 
1:00 = 3:00 — 
Video 12:30 Bag Lunch 1:30- T-Group (A & B) 
Staff & Trainees 3:30 
3:00 -4:30 1:30 - 
Evaluation 3:30 T-Group (A & B) 3:30 Eyalvation 
2/11 (A) (B) 3/17 (A) 
9:00- Family Brief Therapy 9:00- Family Brief Therapy 
12:30 Lab Lab 12:30 Lab Lab 
Lunch 12:30- Bag Lunch 
1: 30- Staff & Trainees 
3: 30 T-Group (A & B) 
1:30- 
T-Group (A & B) 
3:30 Evaluation 3330 
2/18 ae (B) 3/24 (A) (B) 
9:00- Family Bricf Tuerapy 9:00- Fanily Brief Therapy 
12:30 Lab Lab 12:30 Lab Lab 
Lunch 
12:30 Bag Lunch 
Staff & Trainees : 30- 
3:30 T-Croup (A &B) 
1:30- T-Croup (A & B) 
3:20 :30- Evabation 
2/25 (A) (B) 3/31 Secs. A&B 
9:00 - Family Brief Therapy 9:00 Video & Discussion 
12:30 Lab Lab 
= 12:00 Group Tape 
Lunch 
12:30 Lunch 
1:30- 
3:30 soup (A B) 2:00 Evaluation Feedback - 
3:30 Evaluation 3:00 GRADUATION 
(A) (B) | 
9:00 - Family Brief Therapy _ 
12:30 Lab Lab 
12:30 Bag Lunch 
Staff & Trainees 
1:30- 
3:30 T-Croup (A & B) 
= 
x 


